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Abstract 
The global discourse around sustainability in healthcare has increased exponentially in the 
recent years. Sustainable healthcare has been defined as the long-term maintenance of 
health and wellbeing of the human population. However, there is a paucity of research 
around midwifery as a sustainable practice. 
Using a qualitative research approach, I set out to establish what ‘sustainability’, in its 
broadest sense, meant to three groups of midwives practicing in the South Island of New 
Zealand. My aim was to define the term in relation to midwifery practice within the context 
of a caseload model and to determine whether sustainability was embraced as a concept of 
value in their work. 
Within a series of focus groups, over a fourteen month period, using participatory action 
research as my methodological framework, I worked with purposefully selected midwives 
who represented a broad range of practice experience. Actor Network Theory (ANT) was 
used as a theoretical framework and analytical tool that enabled access to the networks via 
historical sources and from the data generated from the study.   
Analysis of the data indicated that the midwives had an understanding of the tenets of 
environmental, economic and social sustainability and were able to relate the significance of 
these elements to their practice. However, their primary focus was on sustainability within 
the context of professionalism. Further analysis using ANT revealed a number of barriers that 
the midwives perceived as challenges to the sustainability of their professional identity and 
prohibited them from engaging with the broader tenets of sustainability within midwifery 
practice. It transpired that the hegemony of neoliberalism was instrumental in undermining 
the values of sustainability within the NZ midwifery context. 
Neoliberalism makes its presence felt in multiple ways within the network, for instance in the 
concept of consumerism, in the materiality status of technology, in the semiotic nature of the 
nostalgia expressed by the midwives, and in the professional issues identified. These 
elements demonstrate that the barriers that impact on the professional identity of the 
midwives generate a ‘siege’ mentality, and it can be concluded that they prevent the 
midwives from engaging with the concept of sustainability in their practice. 
xi 
Glossary 
A Priori is a philosophical  term used to define  knowledge that is gained through deduction, 
rather than through empirical evidence 
Actants rather than actors, is a term used to stress that material causes as well as human actors 
may be determinants of social interactions and outcomes. 
Actor-network conveys the idea that the actant does not act on their own but under the 
influence of a complex network of material and semiotic influences.   
Black boxes are configurations of human and non-human actants that have acquired a ‘taken for 
granted’ status.  
Enrolment, is part of translation when roles are defined and actants formally accept and take on 
these roles 
Generalized symmetry is the presumption that the material and semiotic components of 
networks are co-equal in importance.  
Interessement in translation occurs when the primary actants recruit others to assume roles 
which accept the centrality of the primary actants role within the network 
Intermediary that which transports meaning or force without transformation: defining its inputs 
is enough to define its outputs.  
Mediators transform, translate, distort, and modify the meaning or the elements they are 
supposed to carry.  
Mobilisation, is the element of translation that  decrees which primary actors will assume a role 
of spokesperson for passive actants and  aim to mobilise them to action. 
Obligatory points of passage (OPP) are critical network channels. often designed by the primary 
actor to ensure communication must pass through his or her domain.  
Problematisation the part of translation that defines the problem and identifies the relevant 
actants  who, by defining the problem and a means of addressing it, are able to make themselves 
indispensible. 
Punctualisation refers to the concept that the whole network is greater than the sum of its 
constituent parts.  
Semiotics is the theory and study of communication and language in terms of signs and symbols.  
Translation is the process of forming a network which occurs in the four moments or steps of  
problematization, interessement, enrolment and mobilisation.  
1 
Chapter 1. Motivation and Rationale for the Study 
In an article  conveying  the crucial message of  adopting a more sustainable way of living,  
Confino (2012) wrote “All the science in the world will not have the same impact without one 
moment of revelation”.  As an educator, I dream of  facilitating  this “moment of revelation”,  
triggering  a paradigm shift in the hearts and minds  of the students who question why they 
are being encouraged  to learn about  sustainability as part of  a Bachelor of Midwifery 
programme.  Sometimes there is a breakthrough and I witness a visible shift in position.  
Confino goes on to say that when this happens  “the experience is often so deep that it 
momentarily knocks the ego out of the way and what shines through is a sense of knowing in 
which ambivalence has no shelter.”  When this happens, it is a moment of magnitude indeed, 
but in truth it is a rare thing and more often what I encounter is confusion and self-conflict. 
 (Davies, 2014) Research Journal. 
The existence of this place of ambivalence and a desire for my profession to experience such 
‘a moment’ is  what has driven me in this academic  endeavour over the course of  the last 
seven years. My thesis fundamentally explores the border lands between midwifery and 
sustainability and considers how the concept and the profession fare when they meet at the 
borderline.   In this chapter I will  set the stage  by explaining  what led me to pursue this line 
of enquiry for the purpose of  my doctoral study;  set out my aims and research questions 
and map out the shape of the terrain that forms the thesis.  
Identifying a gap 
As a lecturer in midwifery at Christchurch Polytechnic and Institute of Technology (CPIT) 
(rebranded Ara Institute of Canterbury in 2016) in Christchurch New Zealand, I was involved 
in the redevelopment of an undergraduate midwifery programme in collaboration with the 
School of Midwifery at Otago Polytechnic in Dunedin, New Zealand, between 2007-2008. 
Otago Polytechnic had decreed that the development of every new programme delivered by 
2 
the Institution was required to include a component of sustainability literacy1.  As a result, 
the new midwifery curriculum was to embrace both a philosophical and practical inclusion of 
sustainability. The drive  to include sustainability within courses and programmes offered by 
tertiary education is becoming increasingly common (Association of Teachers and 
Lecturers,(ATL)  2009); and is said to be recognition of the need for education that provides a 
clearer understanding of an ecological participatory worldview (Pairman 2010). Until recently 
discrete disciplinary models of learning and teaching have militated against attempts to 
implement interdisciplinary learning around complex issues such as sustainability (Steiner & 
Posch, 2006). However, an emerging focus on content related to sustainability in higher and 
tertiary education has led to a change in perspective and a more integrated approach in 
recent years (ATL, 2009; Jones, Selby, & Sterling, 2010). 
As a result of having a long held interest in environmental issues, I was invited to take the 
lead in the development of the materials for a first year 5-credit course “Sustainability and 
the Midwife” and a third year course “Sustainable Midwifery Practice”. The course materials 
for the first year course were categorized into three separate modules; ‘Sustainability a 
Global Perspective’; ‘Sustainable Healthcare’ and ‘Sustainability and Midwifery Practice’. The 
content in the third year course was focused on ensuring that students were prepared to 
sustain themselves and their own practice once registered as midwives and working in the 
field. The third year course content included exploring both international and local 
sustainable midwifery models, self-care, and setting up in self-employed practice.  Whilst 
creating the materials, I became ever more interested in the idea of midwifery as a form of 
sustainable healthcare practice.   However, as I further delved into the field of sustainability 
in order to build up a repository of resources, it became evident that I may have stumbled 
upon ‘unexplored territory’.  After extensive searching, it became apparent that this was an 
area that had not been approached from a midwifery perspective. There was little indication 
1 See Chapter 10, p. 291 for definition 
3 
of any discourse around the subject area of midwifery and sustainability and a dearth of any 
research evidence within the broad midwifery literature2. 
The recognition that midwifery was not engaging, at least in a research context, with the 
intensifying discourse of sustainability, informed my decision to embark on my PhD. I 
questioned, would midwives be able to identify factors that related to them professionally 
within the broad framework of sustainability?  Could professional identity serve as a 
cornerstone to support the values of sustainability within midwifery practice? 
My overarching aim therefore was to establish midwives understanding of sustainability and 
to explore whether involvement in activity relating to sustainability might lead to practical 
and philosophical changes.  
Guiding Questions 
The central questions guiding the project were: 
1. How do midwives view the concept of sustainability?
2. Do midwives relate to the concept of sustainability within their professional lives?
3. Could involvement in activity relating to sustainability lead to a change in practical
and philosophical aspects of practice for participating midwives?
From an epistemological perspective, the study will draw from a range of different subject 
areas and disciplines in order to support the development of the thesis. These include: 
sociology, psychology, environmental science, and educational theory. 
Context of the study 
The scope of the study was limited to three group practices of midwives based in Canterbury, 
New Zealand and two individual interviews with a Māori midwife and a rural midwife 
respectively. It set out to explore their thoughts around the concept of sustainability in 





relation to their scope of practice. The research also charts my own narrative around my 
aspirations to give sustainability a more significant profile in relation to midwifery practice. 
My study set out to ascertain whether active engagement with sustainability could lead to a 
change in practical and philosophical aspects of practice for midwives.  The focus on research 
as a transformative process steered the proposed project towards Participatory Action 
Research (PAR) as the overarching methodological approach. However, as the study 
proceeded PAR became progressively more of an adjuvant process whilst Actor Network 
Theory (ANT), initially used as an analytical tool, grew to take on a much broader role in the 
thesis.  I will discuss this evolution at length in Chapter 4.  
 
Establishing my position as researcher 
The personal and professional position that I approached the research from was that of a 
mother, a midwife, a midwifery lecturer, a feminist and an environmental activist. I will begin 
by contextualizing the study in order to identify how my own epistemological and ontological 
assumptions have influenced my position in relation to the work.  I wrote my intellectual 
autobiography before considering anything else in relation to my research.  I believe that it 
contributes to the rationale for the research and reflects the personal journey undertaken to 
arrive at the starting point for my work. In so doing it will help to establish a research 
paradigm.  It therefore precedes the methodological and ethical principles which inform the 
study. 
 
Contributing biographical Factors 
I have personally endured3 a long term ‘relationship’ with the concept of sustainability that 
dates back some thirty years to when my two children were very young.  As with many 
women during pregnancy and in the early days of mothering, I gained a strong sense of the 
                                                     
3 I have used the verb endure quite purposefully in this context. I consider that any in depth critique of the 






magnitude of responsibility that comes with parenting. I began to consider what sort of world 
my children were going to grow up in and what the future held in store for them. At that time 
I read an article by journalist and social commentator, Jeremy Seabrook.  The article claimed 
that although we claim a desire to leave a better world for our children, we are in fact 
plundering its resources and “squandering the substance in the pursuit of our here and now” 
(Seabrook, 1987, p. 20 ). It was my first introduction to the concept of climate change and it 
served as a catalyst. I felt that I had to take action and do something lest I fail my children in 
some way.   
I acknowledge that my initial response to this ‘epiphany’ was an emotional reaction.  
However, from an epistemological perspective, emotion can be seen as a way of knowing the 
world (Game, 1997). We make sense of, and relate to, our physical, natural and social world 
within an emotional context. Thus emotion has epistemological significance because it is our 
emotions that allow us to really ‘know’ something; our intellect and cognition serve to inform 
this ‘knowing’. This identification of the importance of sense of self encouraged me to both 
keep a journal and to write poetry and articles which, with hindsight, demonstrate an early 
exploration of reflective writing.   
 
I was born in 1959 towards the end of the second wave of feminism.  During the 1980s and 
early 1990s, as a member of a local women’s health group, I was introduced to women’s 
health issues through the lens of feminism. The group organised seminar events and I was 
fortunate to be able to meet and hear prominent speakers such as the psychoanalyst Susie 
Orbach, who exposed me to the realisation that the social subordination of  women can 
become embodied in social relationships with food (Orbach, 1986). I had lived under the 
misapprehension that the menopause was a medical condition that required treatment until I 
heard Germaine Greer speak of this episode in a woman’s life cycle as a social concept 
(Greer, 1991). The women’s health group also established a free pregnancy testing service in 
a lower socio-economic district of the town, where women could not afford to pay for the 
privilege and frequently were unaware of what other services were on offer for them. My 
interest in gender inequalities in healthcare occurred at a time when social justice and the 






I became a social activist, joining the feminist organisation Women’s Environmental Network 
UK, and as a member of that group I campaigned against ‘women related’ issues such as the 
environmental impact of using infant formula and disposable paper based products.  I was 
drawn to the field of ecofeminism that explores a range of connections such as ethical, social, 
psychological and spiritual in relation to  the domination and monopolisation of  natural  and 
human ‘resources’ and controlling power (Warren, 1997).  I valued the philosophical intent of 
ecofeminism to pursue  a culture which is life affirming rather than destructive. I had little 
insight into the disparities that divided the scholars of ecofeminism at that time, but it gave 
me drive and purpose and influenced my thinking.  
 
My ensuing interest in maternity care  led me into midwifery and I entered the profession in 
the late  1980s.  I carried my ‘sustainability’4 learning with me and I found myself questioning 
many practices and assumptions relating to midwifery, pregnancy, childbirth and early 
parenthood. Sustainability as a word may not have featured in my vocabulary in the early 
days, but the subjects of ecology, equity and social justice were significant in shaping my own 
midwifery philosophy.  Although a good grounding in social issues in maternity was 
presented within the programme, environmental concerns seemed to be largely ignored. I 
was disturbed to discover that a talk on infant feeding (including breastfeeding) was to be 
presented by a nutritionist employed by a company who manufactured breast milk 
substitute. My concern stemmed from an awareness that some of the companies producing 
breast milk substitutes held questionable environmental track records (Palmer, 2009).  I 
sought out the somewhat meagre catalogue of materials that linked the political, economic 
and social implications of using infant formula over breastfeeding (Radford, 1991). It 
transpired that the issues of social justice and economics were once again linked with issues 
relating to gender.  
 
                                                     
4 The word ‘sustainability’ was not widely used until the Brundtland Summit in 1987.  
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I had another baby in 1994 and became increasingly interested in parenting styles and 
practices from a personal perspective.  I visited family members in Zimbabwe and discovered 
that babies in that sub-Saharan country remained with their mothers at all times and seemed 
to be constantly settled. This led me to explore co-sleeping as a concept. I discovered the 
work of anthropologist McKenna (McKenna, 1994), and physiologist Fleming  (Fleming, 
1994), who were producing research that tentatively supported the practice. I published an 
article on the subject  (Davies, 1995), to learn that it was the first time that the subject had 
been broached from a positive position within midwifery journals. I felt that this sort of 
information needed to be shared more comprehensively with women but I did not have the 
skills to do this in the way that I felt was needed. As a result I decided to train as a childbirth 
educator. This encouraged me to explore the importance of human growth and 
development, and I developed a particular interest in attachment theory5. Although I had 
studied this earlier, I had a new and focused perspective.  Alongside Piaget (1998) and 
Maslow, (2013), I read ‘The Continuum Concept’ where Liedloff ( 2004) argues that we are 
designed to occupy a specific ecological niche and in order to achieve a state of equilibrium 
and wellbeing, we need to inhabit the conditions that evolution has led us to expect. I 
appreciate the denunciations of the work as biological determinism (Bobel, 2010), but as a 
result of this work I began to consider the significant role of the midwife in establishing the 
mother baby relationship from a neuro-hormonal perspective. This understanding was to 
increase exponentially as a result of the spate of research that was undertaken in the next 
few decades.  I authored an article for a more radical midwifery journal where I used ecology 
as a framework for midwifery (Davies, 1994).   
I found that I had a natural affinity with teaching during my childbirth educator training and I 
looked towards midwifery education. I moved into the field of education and after 
5 Attachment theory was developed by John Bowlby and works around the belief that a strong emotional and
physical attachment to at least one primary caregiver is critical to the individual in terms of personal 
development (Cassidy and Shaver 2008). 
8 
completing a postgraduate certificate in education, I commenced my MA in Women’s 
Studies. Here, I was immersed in an interdisciplinary field of academic study that set out to 
examine gender as a social and cultural construct.  On this programme I was introduced to 
relationships between power and gender and the resulting social inequalities. I became 
familiarised with a broad range of feminist writings and I was reacquainted with the concept 
of ecofeminism at the more conceptual level of theorists such as Plumwood,(2002) and 
Warren, (1997).   As I explored the work of these theorists, I found that I was constantly using 
midwifery practice as a frame of reference.  Discourse about the physiological connection of 
birth and child care with nature and the debate around how patriarchal structures and 
paternalistic attitudes devalue and oppress both 'women' and ‘nature’ resonated within the 
context of my lived experience (Plumwood, 2002).  
In 2000 I made the first of nine visits to The Farm Midwifery Center in Tennessee, the home 
of the acclaimed midwife, Ina May Gaskin, writer of ‘Spiritual Midwifery’ (Gaskin, 1978).  Each 
year, with a colleague, I accompanied a group of twelve or so midwives to attend a workshop 
with the Farm midwives. The Farm was originally an intentional community established by a 
group of young hippies in the early 1970s.  It has developed since to become a community 
that works as a cooperative with a strong ecological focus. The highlight of the trip was 
invariably the visit to a local Amish midwife. Observing the minimal impact lifestyle 
maintained by the Amish and hearing of the physiological approach to birth that resulted in 
surprisingly good outcomes was a truly humbling experience that had a profound effect on 
me. My visits to The Farm undoubtedly helped to shape my midwifery philosophy and 
practice and further fed into my interest in sustainability. I know that my experiences there 
were instrumental in my decision to move to New Zealand where I believed that I would be 
able to work within a framework of continuity and to be with woman in a holistic sense as an 
autonomous practitioner.  
In 2005 I emigrated to New Zealand/Aotearoa with my family, not least because I coveted the 
midwifery model on offer there. I had viewed the re-establishment of midwifery in the early 





in a social model of care. I believe that midwifery care should be a primary care based 
wherever possible; that midwives should be autonomous practitioners; that every woman 
should be entitled to continuity of career during the childbirth experience and that she 
should be able to choose her midwife. Midwifery in New Zealand/Aotearoa appeared to 
embody my philosophy as a midwife. It is theorised that relationship is a significant factor in 
achieving wellbeing which would bestow a very important  role upon the midwife stretching 
far beyond addressing the physical needs of the woman as defined by the medical model 
(Kirkham, 2010). The ‘partnership model’ was said to present a set of professional values 
where “power differentials are acknowledged and actively shifted from the midwife to the 
childbearing woman” (Pairman & Doneelan-Fernadez, 2006). These values were claimed to 
be founded on a ‘new model of professionalism’ based on feminist principles. To me it felt 
like New Zealand could provide an alluring synergistic fusion of feminism and midwifery. 
 
Social Action and the Need for Change 
Many of my own personal experiences outlined in the biographical account above, have left 
me with the prevailing conviction that social action can bring about change. The Women’s 
Environmental Network prompted a change in attitudes and behaviours’ even on the part of 
industry (Buckingham, 2010). The Farm midwives went on to steer changes in USA legislation 
that means that many USA states now recognise midwives as  legitimate providers of care, 
albeit on a limited scale and often in difficult conditions (Craven, 2010; “The Big Push for 
Midwives”, 2017). New Zealand midwives alongside consumers had spearheaded the 
renaissance of midwifery, a health field facing extinction as midwife activist Joan Donley  
expressed  in her phrase  “Are you Moas or Midwives” (Donley, 1988). I have been moulded 
by these experiences and I am an active player in the social context that I find myself within.  
Snook (2003) states that “the point of research is to improve the situation of human beings” 
(Snook, 2003, p. 73). My desire to produce research that makes a difference in a practical 
sense was strong.  Such a desire is inevitably political by nature and therefore, the choice of 
topic for the thesis, the research paradigm, the choice of methodology and the conclusions 
elicited cannot be separated from my own background and experiences described. My own 
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socio-cultural values and beliefs are woven deeply into the fabric of the thesis.  This meant 
that it was always going to have a strong reflexive element.  
Mapping out the Thesis 
The research described in the following chapters is set out in the following way: 
 Chapter 2 contains a detailed discussion about the contested nature of sustainability,
and the definitions of the concept are challenged and applied to both health care and
midwifery specifically. It contextualises the direction and scope of the discussion with
regard to sustainability and midwifery practice in the later chapters.
 In Chapter 3, the research methodology and methods are described, my position as
researcher is declared, a research paradigm is established, and the research questions
are explored.  The methods used in order to generate data for the study are
presented. It is also the chapter where the research questions are redefined. The
complexities of engaging in participatory research are discussed in relation to the
practicalities of carrying out the research.
 Chapter 4 introduces the theoretical framework and data analysis tool of Actor
Network Theory (ANT) and provides a rationale for the decision to introduce it within
the methodological context.
 Chapter 5 is a historical literature review of midwifery that demonstrates how the
principles of ANT can be applied to demonstrate the relational aspects in a network
and to explore the ever changing character of midwifery identity.  It also serves to
offer an understanding of the present midwifery situation in New Zealand/Aotearoa
by exploring the past.
 Chapter 6 continues by outlining the more recent history of midwifery and discusses
the impact of the ideology of neoliberalism on the reinstatement of midwifery in the
1990s as well as the ensuing professionalisation project generated by the profession.
The chapter explores more contemporary midwifery practice and applies the theory
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of ANT introduced in the last chapter. It demonstrates how relational elements 
influence change more than hierarchical theories.  
 Chapter 7 presents the findings from the data relating to the broad concept of
sustainability.  Professional identity is raised around relationships with women and
their whānau/family in addition to issues relating to environmental sustainability.
 Chapter 8 looks at the impact of consumerism on midwifery practice. The chapter
explores the perceived impact that the concept of consumerism, with its focus on
choice and risk, has had on the perception of professional identity of the midwives.
 Chapter 9 provides a concept analysis of nostalgia in order to analyse how this
concept cloaks some interesting aspects of the perceived professional identity of the
midwives.
 Chapter 10 considers the findings of the study in relation to a political milieu that has
emerged recently in the field of maternity in New Zealand/Aotearoa and explores
some of the strategies that may help to formalise an alliance between midwifery and
sustainability.
Summary 
The paucity of research around midwifery as a sustainable healthcare practice in a climate 
where the broad topic of sustainability is becoming increasingly important, would suggest 
that there is a significant need for an exploration of this topic.  It is acknowledged that 
sustainability in a broad sense is a key health related issue. The medical profession for 
example, has published extensively on the significant global environmental threats to human 
health resulting from climate change (T. Burke 2012). As key players, healthcare workers are 
being  advised to take on board the issues and are urged to take action on climate change in 
a drive to minimize these threats to human health (Femia & Werrell, 2015). However, within 
the healthcare and sustainability literature there seems to be a primary focus on the 
environmental and economic tenets of sustainability and less attention on social 
sustainability.  The area of social sustainability would appear to fit well with the broadly 
accepted midwifery philosophy of pregnancy and birth as a normal event. Midwives working 
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within such a model of care are expected to employ a holistic approach which is believed to 
result in better socially related outcomes (Leap et al., 2010; Dahlberg and Aune, 2013).  In 
New Zealand,  the  model of care is based around partnership, participation and protection 
(Pairman & Donellen-Fernandez, 2015) and  is supported by codes of ethics, a midwifery 
philosophy of care, and standards for practice. This model would seem to support the 
principles of social sustainability such as equity, social justice and community capacity      
(Gilliland and Pairman 1995; Thompson 2004). 
 The thesis therefore set out to establish what understanding midwives in New 
Zealand/Aotearoa have around sustainability; whether involvement in activity relating to 
sustainability might lead to change in practical and philosophical aspects of practice for those 
participating; and whether professional identity could be a key player in leading midwives to 





Chapter 2. The Concept of Sustainability and its Place in Healthcare and 
Midwifery Practice 
Introduction 
A health care system can be viewed as a social microcosm and the definitions, principles and 
models that apply societally can often be superimposed on such subsystems. The 
sustainability discourse has been increasing exponentially in the last few years in health care, 
both in New Zealand/Aotearoa and in many other parts of the world. No concept stands in 
isolation and I recognise that it is not possible to view sustainability within healthcare as an 
actor on the stage alone.  It is part of a complex tableau that introduces a range of other 
important players in the production that represents this context.  
In this chapter therefore, I will present a conceptual analysis of the term ‘sustainability’, 
seeking a definition and a model/framework that encapsulates the quintessential qualities 
and values of the concept. I will consider how these apply to healthcare generally and 
midwifery specifically.  This will help to contextualize the direction and scope of my 
discussion with regard to midwifery practice in the later chapters.  I will also consider how 
the construct of sustainable development articulates with the broader construct of 
sustainability because this is pertinent to some of the discussion that will develop in the 
thesis. In later chapters, I will introduce some of the socio-political concepts associated with 
sustainability such as neoliberalism and individualism.  
 
Defining sustainability 
The term sustainability  has  an almost omnipresent status in many areas of contemporary 
life including healthcare, but it is a concept that has proven to be difficult to pin down in 
terms of definition (Colantonio, 2007). The all-encompassing nature of the concept means 
that no single framework is consistently useful, given the range of conservation needs in the 
natural world and  the global range of societies and institutional structures (Vos, 2007). It is 
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stated that there are over a hundred different definitions (Marshall & Toffel, 2005).  It has 
been suggested that the only consensus on sustainability is that there is no real shared 
universal understanding of what it really means and it is therefore a “constructively 
ambiguous” (Blewitt, 2014) "dialogue of values that defies consensual definition" (Ratner, 
2004, p. 51).  
Even the grammatical status  of the word sustainability is complicated. For example, it is 
difficult to discuss in the abstract and is easier to use as an adjective (Daly, 2007). From a 
etymological perspective the word sustainability has evolved from the Latin ‘sustinere’,  
which means fundamentally ‘the capacity to endure’ (World Commission on Environment 
and Development (WCED), 1987). It could be questioned whether anything can be said to 
truly ‘endure’ when environments and species are in a continuous state of adaptability and 
evolution. However, although sustainability does not necessarily mean everlasting,  it can be 
seen as a way of “asserting the value of longevity and intergenerational justice while 
recognising mortality and finitude”(Daly, 2007, p. 38).  
The definition of sustainability that seems to be most universally employed and certainly the 
most commonly cited, was initially coined in  1987. The “Our Common Future” report , 
frequently  referred to as the Brundtland Report6, defined it as a concept that  “meets the 
needs of the present without compromising the ability of future generations to meet their 
own needs”(WCED, 1987, p. 43).  There are valid criticisms of the WCED definition, which is 
described as having  limitations and contradictions and which I will analyse further  within the 
chapter.  
6 Gro Harlem Brundtland was the Prime Minister of Norway when she was asked by the Secretary-General of
the United Nations in December 1983 to establish and chair a special, independent commission to address the 
emerging problems resulting from a deterioration of the human environment and that of natural resources. The 





Background to the notion of sustainability  
In the last few decades, the notion of sustainability seems to have gained an ubiquitous 
status, but it is not a wholly new concept. The precursors of our modern notions of 
sustainability can be found dating back many centuries (Grober & Cunningham, 2012). There 
is evidence to suggest that aristocrats in the late 17th- and early 18th-century Europe began 
to fear that the plundering of natural resources may jeopardize the economy (Caradonna, 
2014) and in 1798 the classical economist Malthus, suggested that natural constraints could 
curtail economic growth in his Essay on the Principle of Population (Malthus 1826).  However, 
the modern concept of sustainability only began to gain momentum in the 1960s and 1970s 
with the word  appearing as a noun in an English dictionary for the first time in 1972. This 
attention (which was initially almost exclusively ecologically focused) resulted from the work 
of  environmentalists such as Rachel Carson (Carson, 1962) who alerted the world to the 
perils  of unregulated agrochemical use and habitat destruction.  This ecological focus was 
supported by an economic analysis when the need for an economic approach that 
recognized the limits of growth was introduced in the seminal text Small is Beautiful 
(Schumacher, 1973). 
 
Sustainability, as an operative term within the sciences, emerged chiefly from concerns 
around issues relating to climate change in the late 1970s and 1980s. During the last forty to 
fifty years the demands on the world’s natural resources have been excessive.  The escalating 
utilization of  oil, gas, coal, minerals, agricultural products, fresh water and other resources 
has been partnered with further trends such as  the significant loss of biodiversity and 
growing levels of air pollution. There is ever more supporting evidence that, as a result of 
increasing CO2 levels in the atmosphere, climate system change is now occurring and that 
weather patterns are noticeably changing (Hawken, 2007; McKibben, 2008;  Moore- Lappé, 
2011; Leining & White, 2015). There is also an increasing acceptance that that the change is 
anthropogenic which means that the effects  are derived from human activities related to the 







Tenets of sustainability 
The World Commission on Environment and Development WCED (1987) definition of 
sustainability  in “Our Common Future”, was endorsed by the Rio Summit documents 
(Meakin, 1992). This  served to augment the definition by agreeing  that ecological, economic 
and social dimensions were the ‘three pillars’ of sustainability and the tripartite model of 
sustainability was generated.  In spite of  various attempts to refine this definition, these 
three dimensions have been broadly adopted within mainstream theory  around 
sustainability, are referred to by many  theorists and policy makers and have provided  the 
framework for the Triple Bottom Line theory7 (3BL) (Elkington, 1998). From an ethical 
perspective, the tenets are required to achieve the balanced pursuit of ecological health, 
social equity and justice and economic welfare.  In order to convey the importance of the 
integrated nature of the elements, they have been represented in a number of ways, as 
‘pillars’, (Figure 1) as interlocking circles (Figure 2), and  as concentric circles (Figure 3).  
 
Figure 1: Three Pillars Model of Sustainability 8 
                                                     
7The Triple Bottom Line (3BL) is a term coined by economist John Elkington (1998) which was introduced to 
assimilate the three tenets within a framework that could be utilized by businesses and organisations. 3BL set 
out to measure the financial, social and environmental performance of  companies and corporations and it 
continues to be a central idea pervading  business reporting, and business engagement with sustainability 
(Milne and Gray 2012). 







Figure 2: Conjoined Circles Sustainability Model9 
 
The acceptance of the three pillars as equal ‘partners’ is based around the theory that 
although an ecologically stable and healthy environment  is  important in meeting human 
needs, if a society is committed to sustainability, the equally legitimate social and economic 
needs also necessitate the equivalent attention.  Although the three components are viewed 
as discrete categories, or ‘dimensions’ within this model, the systems need to support one 
another in order to remain stable in the long term, if they are not to “jeopardise the 
achievements of civilization” (Littig & Grießler, 2005, p. 67). 
 
Advocates of the 3BL  framework of sustainability  argue that organisations and institutions 
that support the principle of  including a tripartite approach, will make decisions based on 
environmental protection and social justice as well as profit and economic returns. This 
should theoretically support a sustainable business ethic.  It has certainly become 
increasingly common for companies and organisations to include terms such as ‘eco-
efficiency’ and ‘fair trade’ in their business language and reports (Tullberg, 2012).  Critics 
                                                     
 





however, argue that this is no more than ‘shallow greening’ or ‘greenwash’10  and that the 
triple bottom line approach serves primarily  to  perpetuate ‘economism’ and ‘productivism’ 
by promoting sustained economic growth (Milne & Gray, 2012). These are  elements of a 
capitalist based economic system that ideologically cannot address the environmental and 
social tenets of sustainability  because the primary motivation is profit driven. Consequently, 
the social and environmental needs are not considered to be equal to the economic. “The 
triple bottom line may in fact be a  good old-fashioned single bottom line plus vague 
commitments to social and environmental concerns”  (Norman & MacDonald, 2004, p. 256). 
 
Weak and strong sustainability 
This critique of the tripartite framework and its three strands, as the enabling of  ‘trading off’ 
one tenet against the others, conceptualizes sustainability as a  ‘weak’ model which permits 
and even welcomes trade-offs . Weak and strong are the two predominant conceptual  
approaches to sustainability.  Proponents of weak sustainability assert that natural capital can 
be used as long as it is transformed into manufactured capital that is of equal value (Cabeza 
Gutés, 1996; Ang & Passel, 2012). In diagrammatic terms, weak sustainability presents the 
three tenets as either compartmentalised, (Figure 1)  or overlapping (Figure  2).  From an 
anthropocentric perspective the weak model approach reinforces the notion that nature and 
culture are dichotomous and can only be reconciled by the economy (Huckle, 2008; Forman, 
2013). Anthropocentric theorists argue that humankind will ultimately be able to produce 
managerial and technological solutions to any environmental threat in order to maintain the 
sustainability of the economy and society.  Norton (2005) argues that the WECD definition 
from 1987 supports the principle of  weak sustainability  and has proposed that this 
confusion has resulted in a conceptual framework which overvalues the power of economic 
sustainability to the detriment of environmental and social aspects.  It is currently estimated 
that 80% of the world’s resources are consumed by 20% of the world’s population (Ott, 2014; 
Shah, 2014). Some critics therefore suggest that low-resource  countries will not become 
                                                     
10 ‘Greenwashing’ is the practice of making an unsubstantiated or misleading claim about the environmental 





sustainable unless there is the requisite economic growth to bring them into line with 
western industrial countries and that this is an impracticable objective and a moral issue 
(Beckerman, 1992).  French geographer and economist Sylvie Brunel (Brunel (2004) as cited 
in Lacroix & Stamatiou, 2007) states that the core ideas of sustainable development are a 
covert form of protectionism designed to maintain the status quo of the current capitalist 
economic model.  Thus the three pillars of the sustainability ‘industry’ may exist only because 
they speak to externalities which can be easily measured and monetized. As a result, each of 
these pillars is effectively becoming its own ‘industry’ and there is little if any sense of 
integration. Whether the approach is  weak or strong, pillars or circles, the primary emphasis 
currently rests squarely on global financial systems and the economy takes precedence 
above all other forms of sustainability (Neumayer, 2013; Ott, 2014). 
 
Proponents of a strong approach to sustainability would argue that both Figure 1 and Figure 
2 offer a fragmented and compartmentalised perspective that would, for example, fail to 
accept the consequences for  externalities such as pollution  produced in manufacturing. 
Strong sustainability advocates claim that society and the economy cannot survive outside of 
the natural environment and that that there are environmental functions that cannot be 
replicated by humans, such as sustaining the ozone layer (Neumayer, 2013). Non-
anthropocentric or ecocentric theorists, argue that nature is not there to service the needs of 
the human population, and that it has an intrinsic value. The ecocentric perspective 
highlights that in a limited biophysical system such as the Earth, no subsystem can have 
unlimited growth without harming the other (social and environmental) systems (Jackson 
2009; Read 2015). Although humans can utilize natural resources in order to survive, they 
have the potential to exceed what nature can provide and in the process to destroy the 
natural environment and with it the capacity to endure as a species (Spangenberg, Omann, & 
Hinterberger, 2002).  
 
A  sustainability model considered to be ‘stronger’ is represented in Figure 3 where the 
economy and society are constrained by environmental limits thus taking into consideration 










Figure 3: Concentric Model of Sustainability11 
  
This ecocentric perspective has been criticized as failing to address how we should tackle the 
growing environmental crisis because it separates ecological problems from social problems 
thereby creating its own form of reductionism. Bookchin (1987) states that deep ecology is 
“vague, formless and often self-contradictory” (p. 3) and goes on to state that the 
proponents of deep ecology  have been accused of disregarding the needs of humans  with 
their  ecocentric approach which is no better equipped to accommodate a holistic 
perspective than the weak models.  It is additionally argued that  there is no real effort to 
address how a more unifying process, that incorporates human needs within the natural 
framework approach will work.  It has also been criticized for maintaining binary based 
associations defining ‘good’ and ‘bad’ behaviours that tend to create stalemate situations 
(Katz, Light, & Rothenberg, 2000). 
 
Another  major criticism of the  tripartite models of sustainability is that they can reduce a 
complex human–environment interface that may include cultural, historical and institutional 
elements for example , into an  all embracing ‘social’ category (Giddings, Hopwood, & 
                                                     
11 Source http://www.sustainablecampus.cornell.edu/csi.cfm  
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O’Brien, 2002). There are conceptual frameworks that have been developed to 
accommodate this factor. The United Nations (UN) Commission on Sustainable Development 
(CSD) proposed that sustainability be measured in four dimensions to include the 
institutional dimension (UN Dept of Economic and Social Affairs, 2007). This relatively recent 
addition is largely related to international development applications where governments and 
agencies use the theory to highlight the need to include the existing pillars in building robust 
foundations for improvement (Gibson-Graham, 2008). It could however, be argued that this 
would portray  institutional sustainability more as a vehicle to accommodate the framework 
of sustainability than a pillar within its own right. Seghezzo (2009) has developed a 
framework that includes five tenets. These include the three existing dimensions of 
environmental, social and economic, but additionally identifies a temporal dimension and a 
human dimension and suggests that this could facilitate integration to a more inclusive and 
holistic interpretation of sustainability by addressing the needs of community and individual 
sustainability.  However on closer scrutiny it would appear that Seghezzo interprets the 
mainstream definition of social sustainability from an institutional perspective, that is used to 
inform social policy whereas others incorporate the human and temporal components as 
sub-categories of social sustainability (Colantonio, 2008). 
An indigenous  perspective 
The compartmentalisation of the tripartite and other systems based models has proven to be 
challenging for indigenous communities12  who often  comprehend human and natural 
12  There are estimated to be  some 400 million indigenous peoples worldwide residing in over 70 countries. 
They are viewed as distinct from those of the prevailing societies in which they live because they retain social, 
cultural, economic and political characteristics  unique to their culture. A unique definition of indigenous has 
proved to be elusive because of the diversity of peoples and their culture. An understanding of the term has 
therefore been based on self-identification as enshrined in human rights documents. Indigenous groups are 
identified broadly by having; historical continuity with pre-colonial/settler societies; a strong link to territories 
and natural local environment; their own social, economic or political systems and language, culture and beliefs 
(Kamal, 2017). 
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communities as fully integrated (Dockry et al., 2015). These problems arise from distinctive 
ontological positions.  A great deal of the mainstream debate about sustainable development 
has paid little heed to culturally defined specificity about what is sustainable (Redclift 2005). 
The indigenous perspective  represents a holistic13 worldview,  borne of survival strategies 
developed over millennia. This has resulted in distinctly localised knowledge about the 
environment that supports both humans and other species.  It is also intended to ensure that 
future generations have the same access to the earth’s resources as their forbears.  Following 
colonization the synergetic relationships that the indigenous peoples traditionally shared as 
part of nature was increasingly marginalized and the land rights of indigenous groups in 
diverse areas of the world overlooked in favour of escalating industrialization (Klein, 2014). 
Many indigenous groups still endeavour to build community that is aligned with the 
environment that they inhabit wherever possible (Capel, 2014).   
Mātauranga Māori 
In New Zealand/Aotearoa, Mātauranga Māori (the Māori worldview) has been defined as 
“the knowledge, comprehension, or understanding of everything visible and invisible existing 
in the universe”(Williams, 1989). In the contemporary world, the definition is usually 
extended to include: present-day, historic, local, and traditional knowledge; systems of 
knowledge transfer and storage; and the goals, aspirations and issues from a Māori 
perspective (Rei Millar, 2004). Figure 4 presents an example of a  Māori sustainability model.  
The model of concentric circles (Figure 4) goes beyond the ‘strong’ sustainability model 
shown in Figure 3.  Although it includes the social, economic and environmental tenets, these 
are strongly integrated not compartmentalised.  The economy will not flourish without the 
wellbeing of the community which is supported by cultural identity. Beyond the social 
context there is a relationship with the land and the earth’s resources. These relationships 
13 Holistic is described as characterized by the belief that the parts of something are intimately interconnected
and explicable only by reference to the whole. The midwifery model in New Zealand/Aotearoa claims to be a 
holistic health profession.  
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are represented as  both symbiotic and reciprocal.  The model promotes a strong ethos of 
human relationships that are based upon participation and equity.  This model is values-
based as opposed to costs-based (Morgan, 2004).  
Figure 4. Mauri Model of Sustainability (Morgan 2004) 
* Mauri is an energy which binds and animates all things in the physical world (Taonga, 2015a)
The stronger focus on the intrinsic value of a sustainable lifestyle based on a values based 
approach is  expressed in the more holistic models of sustainability.   The physical sciences 
can begin to assess human impacts on the natural world but they cannot provide an 
understanding of what social norms, values, beliefs, relationships, organisations and other 
social activities, drive social action and future developments in relation to those impacts (R. 
H. Moss et al. 2010).  The focus on environmental and economic impact has tended to be
commensurate with the more standardised indicators and definitions of the western post-
industrial world (Mccool & Stankey, 2004; Haenn & Wilk, 2006). As a result of this 
reductionist approach there has been a neglect of consideration regarding how 
social systems can mitigate or militate against such effects  ( Lehtonen, 2004; Spangenberg, 





have been used to militate against  the acceptance of a more inclusive and integrated 
paradigm. Firstly, the dualistic construct of Western scientific theory14 led us to view a 
traditional perspective as a counterpoint to a modern one and to consider traditional 
knowledge as fixed in the past (Blaser, Feit & McRae, 2004). Furthermore, Western scientific 
and development communities have viewed indigenous knowledge as a resource to be 
appropriated (Butler and Hinch 2007). However, Article 8 of the Convention on Biological 
Diversity (1992)  urged governments and others to  “…respect, preserve and maintain 
knowledge, innovations and practices of indigenous and local communities embodying 
traditional lifestyles relevant for the conservation and sustainable use of biological 
diversity….” (United Nations, 2017). Certainly, in the last decade the presence of traditional  
indigenous worldviews in relation to the effects of climate change and protection of 
biodiversity  has increased exponentially.  There are now many examples of projects  in a 
variety of disciplines led by, or in collaboration with, indigenous academics and groups             
(Berkes, 2009; Green & Raygorodetsky, 2010; Alexander et al., 2011; Boillat & Berkes, 2013; 
Roosvall & Tegelberg, 2013; Birch, 2016; Ford et al., 2016) 
Realistically though, any model can be considered to be a simplification of  a complex reality 
and is therefore only ever going to be an incomplete approximation (Thai, Rahm & Coggburn, 
2007) . Models do however, offer a starting point for addressing the ‘wicked problems’15  
presented by something as all-encompassing as sustainability.  
Capacity to Endure 
During the last fifty years the demands on the world natural resources have been stretched 
beyond imagination, arguably challenging its capacity to endure. This has occurred as a result 
                                                     
14  Western scientific theory also known as the positivist or empiricist  paradigm is based on the dualistic 
notions of men of the Enlightenment, such as Descartes and Newton; the principles include determinism and 
reductionism,  and the theory is claimed to be value free.  
15 ‘Wicked problems’ are social or cultural problems that are difficult or impossible to address because of 
incomplete or contradictory knowledge, the volume of opposing viewpoints, the large economic burden, and 





of a rapidly ‘developing’ and globalized world. A series of social, political and economic 
developments including the flow of capital, changing regulatory trends, increasing 
consumerism,  information transfer, improved technology and the movement of populations 
are just some of the factors that have  altered our world dramatically particularly in the last 
half century (McMichael, Montgomery, & Costello, 2012a) (see Chapter 6). As a result of the 
high impact in such a relatively short period, our time in history has been labelled “The Great 
Acceleration” (Steffen et al., 2015). There  is ever more supporting evidence that climate 
system change is indisputably occurring and that weather patterns are noticeably changing ( 
Hawken, 2007; McKibben, 2010;  Moore-Lappe, 2011; Pachauri & Meyer, 2014; Leining & 
White, 2015) . There is also an increasing acceptance that that the change is anthropogenic, 
principally as a result of the escalating use of fossil fuels, which means that the effects  are  
almost without a doubt derived from human activity (McMichael, Montgomery, & Costello, 
2012b). From a geological perspective, the epoch that we currently inhabit has come to be 
known as the ‘Anthropocene Age’ (Crutzen, 2002) which alludes to the impact of humankind 
on the earth’s natural global systems.  
The over utilization of oil, gas, coal, minerals, agricultural products, fresh water and other 
resources has been partnered with further worrying trends including a significant  loss of 
biodiversity and an exponentially increasing global human population.  In 1960 the worlds’ 
population stood at 3 billion inhabitants; in 1985 it was just below 5 billion; in 2011, it passed 
the 7 billion mark. If the current trajectory continues, then the world will have to support 
between 9-10 billion people by 2050 (Dadax, 2017). Additionally, life expectancy has 
increased overall in most countries, which adds to the problems resulting from overuse of 
the earth’s resources (Shaw, Horrace, & Vogel, 2005). 
The possible impact of human influence on the climate system is clearly stated in the 
Synthesis Report  of the Fifth Assessment Report from the Intergovernmental Panel on 
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Climate Change16 (Pachauri & Meyer, 2014). The report unequivocally states that the future 
will be bleak for both human and natural systems unless urgent action is taken to stabilize 
atmospheric greenhouse gas concentrations.  The report also indicates that substantial 
behavioural changes are required if we are to prevent  irreparable, long-standing  damage 
from climate change.  To date this has been largely addressed by attempts to validate 
business accountability to society with regards to sustainability.  
Sustainable Development 
The three pillar and concentric circles models of sustainability  introduced earlier in the 
chapter can be used to legitimise the concept of  sustainable development. Since the WCED 
brought “sustainability” into political, corporate and academic spheres, approaches  such as 
sustainable development and corporate social responsibility (CSR), have been introduced by 
the corporate business world and industry in a call for concerted efforts towards building a 
sustainable, resilient and inclusive future for the planet and its inhabitants (Crittenden et al., 
2011). The terms sustainability and sustainable development are often used interchangeably 
which can cloud attempts to clearly define both concepts.  In brief, sustainability can be 
defined as the practice of reserving resources for future generations without any harm to the 
ecosystem whereas sustainable development can be viewed as an approach to economic 
planning that attempts to foster economic growth while preserving the quality of the 
environment for future generations (Robinson, 2004).   
The concept of sustainable development is endorsed by many authors, who claim that its  
ambiguity allows for the development of  creativity and power because it is not constrained 
by a prescriptive definition. “As a concept, its malleability allows it to remain an open, 
16 The IPCC is a scientific body under the auspices of the United Nations (UN). It reviews and assesses the most 
recent scientific, technical and socio-economic information produced worldwide relevant to the understanding 





dynamic, and evolving idea that can be adapted to fit these very different situations and 
contexts across space and time” (Kates, Parris, & Leiserowitz, 2005, p. 55) They argue that 
the notion of sustainable development has enabled many diverse  areas to flourish such as 
sustainable agriculture and  sustainable cities. It has also enabled the initiating of common 
corporate standards in global organisations such as the UN.  Norwegian Premier Gro Harlem 
Brundtland, herself stated that the environment was inseparable from human activity and 
attempts to isolate the natural world were politically  naïve. She stressed the need to remove 
the idea of development from what she viewed as a limited focus associated with making the 
rich nations richer to something that could assist low income countries to increase their 
autonomy and self-sufficiency (WCED, 1987).   
 
Sustainable Development as a concept has received a considerable share of criticism and its 
usefulness has been claimed to be limited as being too general (Tainter & Taylor, 2013). 
Redclift (2005)  protests that the concept was adopted in  policy circles without consensus “in 
the absence of agreement about a process that almost everybody thinks is desirable” (p. 
213). Other critics  argue that the notion of sustainable development is an oxymoronic 
concept that anyone can be redefined to fit any purpose. Like sustainability critics, they  
suggest that as a result the term is inconsequential and can be used to mask or to 
‘greenwash’ injurious environmental or social activities (Daly, 1990; Newton, 2005). It is 
considered that the excessive consumption of resources is a misguided representation of 
“development.” Linking the notion of development with “sustainable” simply misdirects us to 
believe that we can maintain a reliance on ‘growth based’ economies, yet still achieve a 
sustainable society. The simplicity of this approach is deceptive, and disguises fundamental 
ambiguity and contradictions. The  concept has therefore  been censured for being 
“subsumed under the dominant economic paradigm” (Banerjee, 2003, p. 165). Sustainable 
development has also been charged with using “vagueness as a smokescreen” to shield the 
fact that it allows big business to continue with its operations under the auspices of meeting 
the needs of future generations (Sharma & Starik, 2004). There are many examples of 
corporate companies that claim to have an ethos of  sustainable development whilst 





companies.  The New Zealand dairy farming industry has invited much adverse publicity for 
its apparent disregard for the degradation of the land and waterways as a result of a 
significant increase in dairy production in the last decade. This organisation  has a web site 
where it claims that “Dairy farming in New Zealand aspires to sustainable development” and 
goes as far as to cite the WCED (1987) statement of “development that meets the needs of  
the present without compromising the ability of future generations to meet their own 
needs”.   
 
The notion of sustainable development has thus been accused of perpetuating poverty and 
furthering  inequity and social injustice whilst cynically using the concept as a marketing tool. 
For all of the reasons above, it has been queried whether the concept of sustainable 
development serves only to distract us from authentic problems and possible solutions 
(Robinson, 2004).  In spite of   the issues relating to inequity and social injustice, sustainable 
development has been used to ostensibly improve both the quality and delivery of health-
care in New Zealand.  This has been instigated here, as in the vast majority of OECD 
countries, by the introduction of a laissez faire market model within healthcare which will be  
addressed more comprehensively in Chapter 6. 
 
Sustainability and  Health Care 
The many environmental and social changes that we are currently experiencing on a global 
scale can be attributed to the unprecedented interconnectedness and economic intensity of 
present-day human activity. These changes impact on human health in a number of ways 
that McMichael (2014) describes as:  
a syndrome, not a set of separate changes, that reflects the interrelated pressures, 
stresses, and tensions arising from an overly large world population, the pervasive 
and increasingly systemic environmental impact of many economic activities, 
urbanization, the spread of consumerism, and the widening gap between rich and 
poor both within and between countries. (p. 1335) 





the deaths of millions each year in low resource countries.  In high resource countries, the 
growth of non-communicable disease such as cardiovascular disease and cancer are at least 
in part  blamed on consumption patterns and lifestyle (Baer & Singer, 2009; Goodman, 2013). 
Additionally, the effects of climate change17 are predicted to have major ramifications for 
health care services and provision (McMichael, Montgomery, & Costello, 2012b). The Stern 
Report (Stern, 2007) had a limited  impact by highlighting that failure to act on climate 
change was likely to have  profound costs on human health.   As key players therefore,  
healthcare workers need to be prepared for  such  outcomes and  also to take action to 
minimize these threats to human health. This can be achieved by using health education and 
health promotion strategies (Femia & Werrell, 2015) but also by lobbying for action on 
climate change (Burke, 2012).  
 
Sustainable health organisations 
In recent years, there has been a burgeoning of sustainable health organisations within many 
countries and health care systems. Organisations such as Ora Taiao (New Zealand Climate 
Change and Health Council) and the UK based Centre for Sustainable Healthcare have 
pledged to transform healthcare to ensure  an alignment with sustainability objectives.  The 
respected journals the British Medical Journal (since 2014, The BMJ) and The Lancet have 
published editions committed to advancing the climate change in health agenda. In July 2012 
a session titled “Greening the Health Sector” was held at the Rio + 20  Summit in Brazil, which 
identified preserving the integrity of the environment as the “major determinant of human 
health and well-being”.  It  is argued that the health of populations is dependent on a 
successfully transition to more sustainable ways of being.  
                                                     
17 This would include climate related phenomena such as  extreme weather events and natural disasters, food 
security issues and changing disease patterns as a result of changing weather patterns, and an increase in 
vectors such as malarial carrying mosquitos (Baer & Singer, 2009). Loss of land and livelihood  and access to 
food and safe water would almost inevitably lead to security crises. For example, as those with refugee status 
attempt to find sanctuary in areas where subsistence is still possible, the potential for civil conflict would be 





Human induced climate change is a reality, and one which threatens our biosphere 
and the global economy. It also poses a grave threat to our health and survival... 
Urgent action at national and international level is required to minimise emissions of 
greenhouse gases, while adaptive mechanisms are put in place to deal with those 
health consequences that are already unavoidable. (McMichael et al., 2012a)  
Sustainable  healthcare has  been defined as the long-term maintenance of the health and 
wellbeing of the human population (Bromley, 2008)  and as “...a way of providing care that is 
living and working within our means with regard to natural resources at its core” (Schroeder 
et al., 2012).  This is reassuring but the caveat is that this is frequently claimed to be 
dependent on the  determinants of sustainability defined within the tripartite models of 
sustainability,  such as  healthy bio-physical environments, strong social structures and 
effective economic frameworks ( Swift, 2011;Guenther & Vittori, 2013;  Amey, 2014; 
Pachauri & Meyer, 2014). 
 
A sustainable healthcare model 
An example of this can be observed in the model produced by the Sustainable Development 
Unit  (SDU). This organisation, formed in 2008 in the UK, is a unit that informs health care 
policy and provides education on sustainability. The unit aims to support the National Health 
Service (NHS), public health, and social care to promote the development of environmental, 








Figure 5: Sustainable Health and Care System Model18 
 
As previously discussed within the chapter, when this tripartite model is applied generically, 
or more specifically  to business and industry in the guise of sustainable development, it 
attracts criticism around serving the interests of  a capitalist perspective.  The triple bottom 
line model cannot be considered an integrated model in spite of the small central area of 
overlap. The tenets represent elements of an economic system that ideologically cannot 
address the environmental and social tenets because the primary motivation is profit driven. 
Although stressing  the importance of  vague socially related terms such as ‘social value’ and 
‘corporate citizenship’ the Sustainable Development Unit (“Sustainable Development Unit” 
2015), is primarily concerned with reducing carbon emissions and seemingly maintaining the 
current political status quo.  
 
There has been further  criticism that the broad response of health professionals to the 
challenge of sustainability has been fragmentary and reductionist, focused primarily on 
climate change and driven by public health. (McCartney & Hanlon, 2009;  Hudson & Vissing, 
                                                     






2013). This has resulted in a marginalized effect that may discourage the participation of a  
broader range of health care professionals in any concerted collective effort to introduce a 
sustainability agenda into the broad frame of health-care. 
 
In a report published in 2010 the World Health Organisation (WHO) stated that global health 
actors, including the WHO, had paid too little attention to social context and placed far too 
much emphasis on technology and the marketization of the healthcare sector (Evans, 
Elovainio, & Humphreys, 2010).  The report outlined that the ascendency of  neoliberal 
economic models had created hurdles for the instituting of social policy and action which had 
led to an increase in social inequality in healthcare in both wealthier and poorer nations. It 
has therefore been suggested that without acknowledging the significance of the social 
impacts of an ideology which is principally economically driven, we are in danger of losing our 
humanity (Solar & Irwin, 2010).  Marxist critics view neoliberalism as a capitalist response  
aimed at restoring conditions for power and profit (Harvey, 2005). It is argued that this  
results in an ideological stronghold that creates political impotence,  social and economic 
inequity and  health and environmental  problems ( Harvey, 2005; Braedley & Luxton, 2010)  
 
Hudson and Vissing (2013) argue that the concept of sustainable healthcare has been 
overgeneralized and has become little more than a buzzword that hides quite conflicting 
agendas. There is little if any discussion about the radical social and economic paradigm shifts 
that critics state are necessary in order to secure the future for humanity. Although 
addressing the issues relating to climate change is crucial, it can be argued that expecting this 




Sustainability and Midwifery 
I have been unable to identify any groups attempting to establish a platform for a specific 





Midwives are member of groups such as Ora Taiao and are represented on groups such as 
the SDU but there is little indication that midwives are taking up an activist or lobbying 
stance.  Additionally, as I determined in the introductory chapter, there is little evidence of  
serious academic exploration of  the  broad subject area of sustainability in relation to 
midwifery and a dearth of  research evidence within the midwifery literature.  
 
Literature search 
Using a series of key words and phrases such as ‘sustainability & midwifery’; ‘ecology & 
midwifery’; ‘ecological midwifery’ and  “sustainability and birth’, I accessed a number of 
databases and text books.  The search unearthed very few studies or articles relating to 
midwifery and sustainability. Those that did meet the keyword criteria can be loosely 
grouped into four separate camps.  The first grouping was studies related to practice in third 
world or developing countries (de Souza et al., 1999; Wiley, 2002; Lucas, Goldschmidt, & Day, 
2003; Argaw, Fanthahun, & Berhane, 2007).  These studies were generally associated with 
primary health care services and their successes in curbing perinatal or maternal mortality 
rates.  For example Argaw, Fanthahun and Berhane (2007) used a comparative cross 
sectional study to examine the effectiveness of community based reproductive health 
interventions in Ethiopia.  The second group were concerned with midwives and ‘sustaining 
self’ in terms of avoiding burnout19 within practice (Sandall, 1997). The two latter studies 
cited were evaluations of the continuity of care model in New Zealand and they both noted 
concern regarding the sustainability of case loading without good safeguards in place for the 
avoidance of burnout.   The third group tended to use environmental frameworks for 
exploring a very specific subject area (Gold et al., 2001). These studies were primarily public 
health focused, examining the value of campaigns for issues such as the uptake of 
preconceptual folic acid and improving breastfeeding rates.  Others were used to establish 
                                                     
19 Burnout  is described as “...a syndrome of emotional exhaustion, depersonalization, and reduced personal 
accomplishment that can occur among individuals who do “people work” of some kind...emotional resources 
are depleted, workers feel they are no longer able to give of themselves at a psychological level.” (Maslach & 
Jackson (1986) as cited in Deery, 2003). 
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environmental predictors for subjects such as repeated adolescent pregnancy (Raneri & 
Wiemann, 2007). The final category were linked more to the effects of environmentally 
related issues on pregnancy.  These included factors such as seafood contamination (Hibbeln, 
2002), air pollution (Hansen, Barnett, & Pritchard, 2008), maternal exposure to severe 
adverse life events (Khashan et al., 2008), lead levels in water supplies (Hu et al. 2006), 
pharmacological drugs (Tullus & Burman, 1989) and low levels of various micronutrients 
(Costello & Osrin, 2003).  
An updated review in 2017 using the same key words and terms, revealed that there had 
been a significant increase in the number of studies and articles citing the word 
sustainability . However, the focus remained on the sustainability of the profession or on 
self-sustainability in terms of self-care ( Donald, 2014; McAra-Couper et al., 2014; Calvert, 
2015; Hunter et al., 2016; Dixon et al., 2017). There was still no single study that viewed the 
broader issues of sustainability in relation to midwifery practice. The literature review  
therefore failed to elicit any type of framework to illustrate how midwifery values could be 
seen to articulate with the subject area of sustainability.  It seemed that the principle of  
developing educational programmes to include sustainability may assist in achieving such an 
objective, but it would  not address the question of what midwives practicing in the field 
know or feel about sustainability in relation to midwifery practice.  
 A natural alignment 
Broadly speaking however, the profession has many features that align it with sustainability 
in a way that addresses the criticisms itemed in the previous paragraph regarding a narrow 
environmentally focused perspective.  
Midwifery could be said to be grounded in a historically located tradition of sustainability. 
The longevity of the role serves to highlight the possibility that midwifery is the archetypal 
sustainable health care occupation and in this capacity midwifery has demonstrated a 
tenacity that has enabled it to survive as an entity in spite of considerable persecution and 
oppression (Towler and Bramall, 1986). The midwifery model supports a minimal 
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intervention (low tech, high touch) approach to childbirth. Midwives should be on the lower 
scale of resource use in healthcare by default if they are taking on their proposed role as 
guardian of normal birth using appropriate assessment tools and carrying out interventions 
only when required ( Davis, 2004). Care across the spectrum during pregnancy, birth and the 
postnatal period should actually require very little in terms of resources in normal 
circumstances and accordingly should produce little waste (Martis, 2011).  A low impact 
approach would essentially enable the midwife to role model a lower resource based, less 
exploitative way of parenting (Davies, 2011).  
Holistic profession 
 Midwifery has traditionally struggled with positioning within health care systems  built 
around  models of pathology and midwives have remonstrated that they are an atypical 
profession in healthcare (Lay, 2000). The midwifery model is claimed to be  essentially 
aligned with the position of salutogenesis20   rather than pathogenesis (Downe, 2010). It 
therefore assimilates a holistic approach that incorporates social, cultural, spiritual and 
psychological as well as  physiological elements, which aligns it with the indigenous models of 
sustainability. Pregnancy and birth are viewed as normal life events that should be situated 
within a social rather than a medical model (Kirkham, 2010; Miller & Wilkes, 2015). This again 
reduces the reliance on expensive health care resources.  Home birth or even birthing at a 
midwifery led unit is demonstrated to cost considerably less than that of a hospital setting 
(Tracy 2011). 
20 Salutogenesis is a concept that was developed by medical sociologist Aaron Antonovsky (Antonovsky, 1987). 
The theory espouses that we should focus on the things that sustain  health and well-being, as opposed to those 
that cause disease and illness. Antonovsky did not accept the tradition medical binary approach that separates 
health from illness  and salutogenesis therefore creates a continuum relationship of health and wellbeing that is 





Definitions of social sustainability notably include terms of relationality such as 
‘communities’, ‘relationships’ and ‘communication’(Barron & Gauntlett, 2002; McKenzie, 
2004). Within a socially sited midwifery model, the midwife is expected to support the  
physical, psychosocial, cultural and spiritual wellbeing of the woman and her whānau; this 
holistic approach is believed to result in better outcomes ( Pairman et al., 2015; Homer, 
2016; Sandall et al., 2016). For example, a baby who is smaller than expected for the 
gestational age can usually be identified from a straightforward physical assessment of the 
mother and diligent monitoring (Gardosi et al., 2011). Any growth restriction may be the 
manifestation of a physical condition such as pre-eclampsia.  However, there are other, 
sometimes complex reasons why a fetus should not be following a normal growth trajectory.  
If the midwife is aware of the broader psychosocial influences, including cultural and 
spiritual, she may be able to identify a range of factors that could affect the woman’s 
emotional or psychological state of mind, which could consequently affect the growth of the 
fetus. These factors could include anything from domestic violence (Kendall-Tackett, 2007) 
and drug use (Behnke et al., 2013), to feeling unsupported or disconnected from the baby ( 
Bolten et al., 2011; Bergman, 2014). With this knowledge, the midwife is in a position to work 
with the woman towards mitigating the problem/s by identifying an action plan that may  or 
may not call upon the involvement of other referral agencies. Midwives by educating, 
encouraging, supporting and listening to women have the opportunity to assist women in 
building personal resilience and a sense of agency21. The most recent international definition 
of the midwife (ICM 2011a) would appear to support the principles of social sustainability 
such as equity, social justice and community capacity.  
 
Conclusion 
The challenge that the world currently faces is unprecedented in scope. It requires an 
essential shift in consciousness as well as in action. How we understand and experience our 
                                                     
21 Agency refers to the subjective awareness when we are instigating, implementing, and controlling our 
decision making  (Jeannerod and Pacherie, 2004) 
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relationship with nature impacts on our perspective of sustainability. In the western post-
industrialised world, and increasingly in the emerging ‘developing ‘ economies, humanity is 
regarded as separate from non-human nature and human potential and fulfilment is posited 
primarily in the realm of material gain. The ecosystems that sustain human life are viewed as 
an externality that provide a backdrop for rational exploitation to feed expanding economic 
growth. These cultural perceptions influence our social institutions and our political and 
economic practices.  The prevalent western focussed epistemology has resulted in societal 
norms that ignore or undervalue other life forms in order to maximise short term human gain 
over long term systems stability. The earth and its components and processes are viewed in 
mechanistic terms ignoring the complexities of the ecological and social systems that humans 
are part of. The concept of ‘sustainable development’ purports to offer a bridge that it is 
claimed will satisfy both the anthropocentric needs of neoliberalism and the ecocentric 
needs of the environmental lobbyists. However, the introduction of the vague self 
contradictory concept of sustainable development may have served only to create confusion 
and to undermine public understanding of sustainability ( Blewitt 2008).  
Sustainability is about protecting the environment and achieving intra-generational and 
intergenerational equity and social justice. It would seem that the core values of the 
midwifery profession in New Zealand/Aoteaoa  fundamentally align with this philosophical 
stance.  For example Māori and other indigenous models of sustainability, viewed as 
sustainable models, are principally in accordance with these midwifery values.  Therefore, 
theoretically at least, the sustainability movement could provide a framework for long held 
midwifery values that have been largely overlooked in contemporary healthcare practice 
(Davies, Daellenbach, & Kensington, 2011) 
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Chapter 3. Methodological Framework and Methods 
Introduction 
The methodology that I elected to use had to align with the initial goals of the project, which 
were  to  gain insight into midwives' understanding of sustainability and to establish whether 
involvement in activity relating to sustainability might lead to practical and philosophical 
changes.  As outlined in Chapter 1, my personal and professional position reflected a feminist 
and emancipatory paradigm and I therefore commenced the project with the intention of  
employing  Participatory Action Research. PAR is understood to represent both of these  
standpoints effectively as a methodology ( McTaggart, 1999;  Corbett, Francis, & Chapman, 
2007; Harding, 1987; Jollands & Harmsworth, 2007; Kindon, Pain & Kesby, 2007; Barbera, 
2008; Glasson, Chang & Bidewell, 2008;  McIntyre, 2008; Walter, 2010a) and it therefore felt 
an appropriate fit for the study.  
Participatory Action Research 
In succinct terms, PAR can be described as an approach to social investigation, an educational 
process and a means of taking action to deal with a problem (Hall, 1981; Koch & Kralik, 2009). 
PAR is said to be a methodology with an intrinsic value system or axiology and a healthy 
respect for the existing knowledge and knowledge systems of the community of research 
(Walter, 2010a). The initiator of the PAR study will place these specific, localised values above 
others, thereby exhibiting a specific epistemology.   I recognized the benefits of using this 
framework for the project and the deciding factor was the compatibility of PAR with the  
ontological and epistemological standpoints of my own area of midwifery, and with the 
broader context of sustainability.  
In PAR, action is achieved through a reflective cycle where the participants become co-
researchers, partners within  the research process. Far from being passive participants they 
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are collaborators in a dynamic process. This is a consciousness raising process that creates 
educative theory and data.  The participants  play an active part in each stage of the  process, 
from the determining of the direction that the research will take; through the data 
generation and the analysis stages; and continuing into the discussion, in terms of planning 
where to take the research from here.  They also bring their own values and beliefs in to the 
field of inquiry which exerts influence on the study ( McDonald, 2012).  Power relations are 
critically examined which means that PAR has a critical and emancipatory function, 
facilitating the creation of theory through critical reflection of practice (Reason & Bradbury, 
2006). Globally speaking, the actions undertaken are supposed to enable the participants to 
progress towards their goals. Consequently, the participants become partners or co-
investigators in the research and enhance their own social and emotional wellbeing in the 
process (Smith & Romero, 2010). 
Guiding principles 
There were  a number of guiding principles  that served to galvanize my decision to select 
PAR as a methodology.  These principles, discussed below, continued to inform my research 
practice beyond the confines of PAR,  influencing the shape of the thesis. As I previously 
stated in relation to the choice of PAR, the design of the study and its components had to 
align with the epistemological and ontological philosophical stance of both midwifery and 
sustainability.  
Research as a qualitative process 
The study was always going to be a qualitative in design, because I wanted to gain a broader 
understanding and deeper insight into the way that midwives viewed and worked with the 
concept of sustainability and this called upon the employment of a qualitative approach. 
Qualitative research sets out to create meaning of human phenomena, by observing, 
recording, analysing and interpreting a range of methods and techniques (Walter, 2010). It is 





and techniques have been described collectively as naturalistic and participatory 
methodologies that reveal authentic lived experiences of individuals and this is what I was 
hoping to achieve from the research.    
 
Feminist Theory 
It might be considered imprudent to produce a midwifery study that did not have a feminist 
focus for a number of reasons.  Feminist research  sets out to acknowledge and highlight the 
experiences and voices of women (Beckman, 2014), and explores ways to strengthen the 
ways in which women are able to live their lives (Gringeri, Wahab, & Anderson-Nathe, 2010). 
The philosophical standpoint of feminism is frequently at odds with the reductionist, 
rationalistic, positivist paradigm of traditional scientific knowledge that fuels a narrow 
masculine perspective (Harding, 1987).  As part of  a female dominated profession, midwives 
operate in a field that protects a uniquely female experience. Midwifery research is  by 
default conducted for the benefit of childbearing women (either directly or indirectly) and is 
usually based around the contribution that midwives can make to meet the health needs of 
childbearing women (Wickham, 2006). Feminism with its emphasis on the empowerment of 
women and the support of women’s control over their reproductive lives has therefore been 
utilized in  many midwifery research studies ( Fleming, 1994; Surtees, 2003; Adams & 
Bourgeault, 2004; Edwards, 2005; Barclay, 2008; Cooper, 2011;Walsh, Christianson & 
Stewart, 2015). In my thesis however, feminist theory will be drawn upon to inform the study 
by providing principles and a perspective from which to work rather than providing a specific 
method or methodology. 
 
A  feminist research epistemology acknowledges that there are many avenues to knowledge 
and  diverse perspectives of reality.  From the standpoint of sustainability, feminism has an 
additional focus.  Ecofeminists draw parallels between the oppression of women and the 
exploitation of the Earth’s resources and its appropriation by Western or Western-style 





Reflexivity is defined as a consciousness on the part of the researcher of the effect that their 
presence and their contribution has on the construction of meanings during the research 
process. Dowling (2006) describes reflexivity as a “poorly described and elusive” concept, but 
recognizes that it is an important development in the evolution of qualitative research that  
determines how the relationship between researcher and participant is effected during the 
research process.   In critical reflexivity, the researcher demonstrates an enhanced level of 
perception of  their own psychological, philosophical, and emotional states  throughout the  
research experience  that enables a profound understanding the personal and psychological 
state of others  (Lincoln, 2011). 
Reflexivity is said to  assume a pivotal role in PAR (Robertson, 2000),as one of the major 
principles of PAR is the intention to contribute to an improvement in the “understanding, 
practice and social situation of participants and others” who are involved (McTaggart, 1991). 
This aim would by default require an element of reflexivity.  Borg et al. (2012) note that 
"Reflexivity requires the researcher to be aware of themselves as the instrument of research. 
This is a particularly important issue for action researchers who are intimately involved with 
the subject of the research, the context in which it takes place, and others who may be 
stakeholders in that context." (p. 11).  In this context the researchers are referring to action 
research; in PAR the participants are far more than ‘subject’, and this might suggest that 





Study Design and Methods 
 
Ethics Approval 
Ethics applications were made to the Ethics Research Committees’ at CPIT and the University 
of Canterbury and  were duly approved (Appendix E).  Additionally, research ethics in New 
Zealand/Aotearoa requires  that ‘all health research conducted in the country is of relevance 
to Māori’ and that consultation and consideration of Māori health issues are transparent.  In 
response to this requirement, I consulted with Te Komiti Whakarite at Nga Ratonga Hauora 
Māori. Finally, I sought locality assessment agreement from the local Distric Health Board 
(DHB) as I was working with DHB employed midwives (Appendix D). This was initially a 
requirement of the  national health  ethical approval process that I undertook, but the 
requirement changed during the time of my application, rendering it unnecessary in my case 
(See Apppendix C) . Nonetheless, as I was using DHB time and location, it seemed 
appropriate to gain consent from the organisation. 
 
Recruitment of the Midwives 
I purposefully identified the midwives who participated in the research group meetings as 
potential group members. They were all New Zealand midwives registered with the 
Midwifery Council of New Zealand. The initial plan was to work within a contained 
geographical area on the South Island of New Zealand/Aotearoa in order to utilise a more 
sustainable approach by reducing the need for travel. I had intended to use the database of 
the local branch of the  New Zealand College of  Midwives to recruit midwifery practices. 
However, the February 22nd  2011  earthquake in Christchurch changed the landscape of the 
study both literally and metaphorically.  The effects of the earthquake such as losing homes 
and migrating clients profoundly affected many of the Christchurch midwives, and it 
therefore seemed inappropriate to recruit in the way that was originally planned.  As a result 
my recruitment strategy became more pragmatically focused.  I chose to approach a 





by the event and I also contacted a group practice in a regional town in the South Island. 
Midwives in both of the practices were primarily concerned about the commitment of time. I 
felt that it was important to let them know the anticipated level and type of involvement 
from the outset, so that they were able to make a well informed decision about involvement.   
However, following reassurance that we could work around the unanticipated nature of  
midwifery, both practices agreed to participate.  I additionally contacted a group of  District 
Health Board (DHB) midwives working in a semi-rural primary maternity unit (PMU) and 
obtained their agreement to participate.  
 
Each midwife was sent an information sheet (See Appendix  A) along with an invitation to 
attend an initial meeting with the other members of their practice group  to discuss issues 
relating to sustainability and midwifery practice. They were informed that they would be 
asked to consider something relating to sustainability that they would be able to introduce 
within their  practice.  The sheet also stated that over the course of an agreed time-frame, 
they would be requested to monitor the impact of  their  proposed action by  recording their 
stories and identifying their observations and outcomes.  It was suggested that this could be 
achieved in a number of media including a handwritten journal, an audio recording, blog 
format or others and that this could be  carried out as often as you feel it to be necessary. 
 
Profiling the midwives 
 I began my fieldwork by carrying out initial consultation and negotiation meetings with the 
three midwifery groupings where the information contained in the information sheet was 
reiterated and the  signed (See Appendix B).   
 
All of the midwives were either members of existing group practices or were colleagues 
within the same maternity facility. Two of the group practices were self-employed midwives 
who work as lead maternity carers (LMC’s)22 and the third were a group of midwives  
                                                     
22 Lead Maternity carers (LMC’s) provide maternity care for women in New Zealand. LMC’s can be midwives, 





employed by a DHB who worked within a primary maternity unit (PMU) 23. The two LMC 
practices each had four midwives working within the group and the primary unit was the 
source of five DHB midwives who expressed a desire to participate when approached by their 
manager.  The  midwives were all women and the majority were aged in their 40s and 50s 
which reflects the average age (47 years) of a midwife in New Zealand/ Aotearoa (NZCOM, 
2012). In terms of ethnicity, eight of the midwives were New Zealand midwives of European 
origin, three were English and two were Irish. Eleven of the midwives had been trained as 
general nurses and two were ‘direct entry’24 midwives. The range of years in practice varied 
from 35 years to 5 years.  Both practices were relatively well established (eight years and 
fifteen years) and many of the midwives from the primary unit had been working within the 
facility for over ten years. 
 
In both the group practices and the PMU, the midwives were close colleagues who worked 
together and knew each other well within their groups.  This offered the possibility of 
synergistic potential of the group described by Kitzinger and Barbour (1999), as there was a 
good chance that they already had well-formed relationships which would allow them to 
concentrate on the task in hand. However, there was the important consideration of the 
potential for pre-existing inter-relationship issues. I did consider interspersing midwives from 
different practices or settings at an early stage in the research. I thought that collaboration 
with others from outside of their principal working group may have dealt with any matters of 
unknown dynamic issues within the pre-existing  groups. It may also have encouraged 
diversification and less ‘group-think’ (Krueger & Casey, 2009). There was also an issue that 
                                                     
a complete maternity service for  the women who select them. The vast majority of women and their families 
choose a midwife as their LMC. 
23 A primary maternity unit is small community hospital maternity unit. It is generally staffed by midwives 
without direct medical support and is generally reserved for women who are considered to be low risk.  
24 A direct-entry midwife is educated in midwifery in a program or path that does not require any prior 
education or training as a nurse.  All midwifery programmes in New Zealand are now provided at undergraduate 
level. Those entering from other health related disciplines can usually apply for  cross-credit for some of the 





with established groups, I was the outsider coming in, a factor that was effectively at odds 
with the idea of me being a co-researcher within the group. Having combined groups may 
have eliminated that aspect of the study as not all of the group’s members would have 
known each other well, if at all in some cases, and my presence may have been less obvious 
as the outsider. However, on reflection, I envisioned that the responses from the practices 
may be quite diverse anyway; additionally each practice was likely to have its own sub-
culture and the introduction of another sub-culture from outside that immediate group may 
have impacted on proceedings (Park, 2001). This impact may have resulted in positive 
outcomes, but I felt that as I was asking the groups to collectively introduce an action or 
intervention with which to take into practice, then pragmatically it would be easier to work 
within established groups where ideas were possibly more likely to be formulated within a 
social context that already existed. (Kitzinger & Barbour, 1999). Therefore, having weighed up 
the pros and cons, it was decided that the meetings should be held within discrete practice 
groupings rather than attempting to combine members of the practice groups. The midwives, 




Research Group Meetings 
I set out to co-generate data with the groups of midwives in the context of  purposeful 
relationships. This approach was underpinned by my epistemological and methodological 
position as outlined both in this Chapter and in Chapter 1.   In the planning stages of the 
study I had hoped that we could create an enabling, egalitarian and safe environment within 
the research group meetings. I saw this as being in keeping with the principles enshrined in 
PAR around inclusiveness in the construction of knowledge (Koch and Kralik, 2009). However, 
the disruption inflicted upon the study by a series of earthquakes, meant that the groups had 
not been wholly involved in the formation of the study as I had hoped. I therefore recognized 
that we were going to have to consciously work at ensuring that we all felt a sense of 
‘investment’ in the project. It therefore seemed appropriate to begin the process by 
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considering the name of the meetings and how they would operate.  Within each of the 
groups, we agreed that we should consider them to be ‘research group meetings’ for the 
purposes of the study which allowed for us all to be involved as team members.   
Research Group Meetings and Focus Groups 
The design of the research group meetings  embraced many of the broader characteristics of  
focus groups which are distinguished by their explicit use of group communication and 
interaction to generate data (Morgan & Scannell, 1998; Litosseliti, 2003; Krueger & Casey, 
2009; Wilson, 2012). For example, the primary intention of focus group research is to create 
a setting where the attitudes, feelings, beliefs, experiences and reactions of those 
participating can be elicited. This is achieved in a way that would not be possible using 
methods such as  one-to-one interviewing or surveys, because it capitalizes  on the 
interaction within the group (Bloor, 2001; Krueger & Casey, 2009; Liamputtong, 2011; 
Wilson, 2012).  There is suggestion that the focus group format has particular currency in 
midwifery research.   Deery (2003) suggests that focus groups have the potential to be a  
useful method to explore the views of midwives, “because they mirror the social organisation 
of midwifery practice that is dependent on a team approach and verbal communication” (p. 
123).  Perhaps most significantly the focus group is viewed as a platform to promote social 
action and initiate change, which, as previously identified, was my primary objective. 
(McTaggart, 1997; Kemmis & McTaggart, 1988; Minkler & Wallerstein, 2003 Burgess, 2006;) 
Meetings 
We agreed that we would meet on at least three occasions over a twelve month period at 
research group meetings for between 1 ½ -2 hours (see Figure 6).  
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Figure 6  illustrates the placement of  the components within the time frame of the study.  
 We met in a variety of different venues that were determined by the midwives from the 
individual practices. These included clinic rooms, a hospital lounge, a rented room in a 
tertiary educational establishment and a home setting.  It was important that the meetings 
were held in environments that were physically comfortable in terms of being warm and  
peaceful, as this was likely to enable the groups to relax into the meetings as quickly as 
possible (Litoselliti, 2003; Puchta & Potter, 2004).   
Format and structure 
During the introductory research group meetings, we explored the concept of sustainability,  
both in relation to us personally and within our sphere of practice.  I was unaware of the level 
of understanding of the concept of sustainability on the part of the midwives prior to 
commencing the group meetings. It became apparent during these meetings that the level of 
knowledge was variable.  










Although there were no question schedules, and the gatherings were very much an open 
discussion, there  was in fact  a degree of structure in order to ‘signpost’25 the meetings and 
to optimize the time available for productive discussion. This resulted from the preliminary 
discussions regarding their involvement in the project,  where the midwives had expressed a 
desire to keep to strict time schedules in order to avoid time wasting.  Accordingly, a 
structured activity at each meeting was scheduled, which it was hoped would provide 
impetus and motivation for action and in addition meet the temporal requirements of the 
groups(Koch & Kralik, 2006). 
Visual Cues 
During the first meeting, the midwives were introduced to a set of laminated cards that 
contained illustrations and statements related in some way to midwifery practice and 
sustainability. I was particularly keen to use visual cues in addition to verbal, as it is believed 
that images can be effectively used to expand ideas and encourage creative thought within a 
group dynamic setting (McDonagh-Philp, 2012).  The cards that were designed to be used as  
catalysts for discussion, introduced the three accepted mainstream tenets of sustainability 
(see Chapter 2). The  midwives considered the criteria on the cards in relation to the tenets 
and to midwifery practice. Many of the statements were adapted from the New Zealand 
College of Midwives Midwifery Standards for Practice (NZCOM, 2012) , The Midwifery 
Council of New Zealand Competencies for Entry to the Register of Midwives (MCNZ, 2008) 
and the NZCOM Code of Ethics (NZCOM, 2011). These documents encompass the 
professional framework for midwifery in New Zealand/ Aotearoa, which means that the ideas 
would have been  familiar to practicing midwives.  This was an important consideration as it 
has been suggested that if sustainability in healthcare is not firmly situated, then it can 
become little more than rhetoric as far as practitioners are concerned (Hanlon et al., 2012).  
Statements  listed in Table 1 that were adapted from the professional framework documents 
25 The concept of sustainability is understood by many to be nebulous and the idea of signposting therefore is to 
offer some direction to the discussion in order to ensure that contributors are able to relate to the ideas and 
opinions of others within the group.  
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identified above, are asterisked to highlight this fact. The remaining statements are 
predominantly focused on the practicalities of resource management  in midwifery practice 
as identified by Martis (2011). These were included to open up the discussion beyond the 
professional framework documents.  During a literature search (see Chapter 2), I discovered 
that any research relating to sustainability in midwifery practice in New Zealand/Aotearoa 
concentrated almost exclusively on professional and practice related sustainability. I 
therefore hoped that the inclusion of criteria such as encouraging the use of reusable 
nappies and using alternative forms of transport would broaden the discussion to include an 
ecological perspective. 
Table 1 
Statements relating to midwifery practice and sustainability. 
Holding regular practice meetings for 
sharing stories and information. * 
Using alternative forms of transport to a car 
in your working life. 
Having more ‘me time’. Involving family/whānau in midwifery care.* 
Getting women to engage in outdoor 
activities. 
Supporting and promoting breastfeeding 
wherever possible.* 
Becoming a guest speaker for local schools 
and community groups. * 
Supporting and promoting physiological 
birth.* 
Being more reliant on technology. Being less reliant on technology. 
Providing opportunities for pregnant 
women to create friendships.* 
Using alternative and complementary 
therapies.* 
Encouraging the use of disposable nappies. Discouraging the use of baby toiletries 
products. 
Offering a preconceptual service. * Encouraging the formation of postnatal 
groups.* 
Teaching about nutrition in the childbearing 
period.* 
Advocating the use of smoking cessation 
services.* 
Enhancing the health status of the baby 
when the pregnancy is ongoing.* 
Working  in a collaborative and co-operative 
manner with other healthcare 
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professionals.* 
Being an advocate for women  who need 
help with social agencies. * 
Respecting the customs, values and spiritual 
beliefs of women and their 
families/whānau.* 
Hold information in confidence in order to 
protect the right to the privacy of the 
woman.* 
Recognise Māori as tangata whenua of 
Aotearoa and honour the principals of 
partnership, protection and participation as 
an affirmation of the Treaty of Waitangi.* 
Encourage public participation in the 
shaping of social policies and institutions.* 
Advocate policies and legislation that 
promote social justice improved social 
conditions and a fairer sharing of the 
community’s resources.* 
Acknowledge the role and expertise of 
community groups in providing care and 
support for childbearing women.* 
Support and sustain each other in your 
professional roles and actively nurture your 
own and others sense of self-worth.* 
Ensure that the advancement of midwifery 
knowledge is based on activities that 
protect the rights of women.* 
Avoid the practice of receiving gifts and 
samples and of accepting sponsorship from 
commercial companies. * 
Adapted from New Zealand College of Midwives Midwifery Standards for Practice, The Midwifery Council of 
New Zealand Competencies for Entry to the Register of Midwives and the NZCOM Code of Ethics. 
The  midwives were asked to arrange the cards across the room on an imaginary  continuum 
of sustainability that ranged  the criteria from irrelevant to highly significant when applied to 
midwifery practice. The activity generated a great deal of discussion and added further 
evidence to the commonly held belief that the concept of sustainability is subjective and 
diverse (Bell and Morse 2008). 
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Action/Intervention 
The other ‘road map’ introduced during this first session which was intended to help the 
midwives to gain a sense of direction in the complex landscape of sustainability was the 
development of an action/intervention for each group. This action/intervention step is a key 
component of PAR.  We agreed that this could be anything that the midwives felt to be 
relevant to sustainable midwifery practice, and that it could represent environmental, 
economic or social tenets of sustainability. PAR is a methodology primarily concerned with 
social change and the interventions are intended to encourage the practitioners to further 
examine the concept within the context of midwifery practice. Group 1 decided to introduce 
a book to keep minutes during practice meetings in order to sustain their practice by 
ensuring that things were not overlooked and that the practice members were kept informed 
if they were unable to attend. Group 2 was keen on establishing a ‘grandmothers antenatal 
session’26 which they viewed as a means of bringing the grandparent group up to date on 
some of the issues that were creating intergenerational confusion around childbearing. They 
hoped that this would lead to more sustainable outcomes, particularly around breastfeeding.  
Group 3 planned to look at designing their own cot cards27 for babies in hospital as the 
current ones in use were sponsored by a disposable nappy company which they felt to be 
ecologically unsound.  
During the second round of meetings, I invited the groups to brainstorm what factors that 
they felt would enable them to become more sustainable in midwifery practice and what 
they felt that the barriers to sustainable practice in midwifery to be.  
Emerging Challenges 
26 Grandmothers antenatal sessions have proven to be very successful in some areas and have acted 
effectively as catalysts for change particularly in the area of breastfeeding (Polomeno 1999; Ingram, Johnson, 
& Hamid 2003). 
27 Cot cards are small cards attached to the baby’s cot in hospital that contain information such as the baby’s 
sex, name, weight and date, and time of birth.  
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The  ‘lineage’ of PAR represents “a broad range of research approaches and epistemologies” 
(Jordan, 2009, p. 16) as well as a varied range of methods (McIntyre, 2008). It is not a fixed 
process but a responsive and dynamic research methodology which offers the potential for 
the unexpected (Tedmandson & Bannerjee, 2010). In this section of the Chapter I will present 
some of the challenges and analyse some of the reasons why PAR was not able to be fully  
operationalized as a methodological approach within the study, in the way that I had hoped 
that it would.   
A Spectrum of Participation 
The midwives were not involved in the initial planning process, because of  the complicating 
factor of  earthquakes and aftershocks. As a result I decided to locate the project within the 
continuum of the Schneider process, which is primarily consultative with a collaborative 
component (Schneider, 2010) and views participation along a continuum. This is  illustrated 
below in Table 2 
Schneider Model 
Advisory Participants are invited to be part of a board or committee to 
represent the “stakeholder” group. 
Consultation Participants are regarded as having knowledge that may be 
valuable, but a primary researcher retains control of the project. 
Collaboration Participants collaborate with primary researcher in all aspects of 
the project, including identifying the research question, study 
design, data gathering and analysis, and dissemination of results. 
Control Participants lead the project by identifying the research question, 
the study design, and data gathering and analysis. 





I had introduced the midwives to the model believing  that it would  provide some structure 
for  the process. I also hoped that it might enable the midwives to generate some areas for 
inquiry as phase 2 of the Schneider model is designed to encourage the research team to 
initiate their agreed action and observe and record their own and others experiences 
(Schneider, 2010). I suggested that the midwives might like to observe and record their 
experiences to share with the others within their groups. Although the midwives reflected 
well verbally on the processes during the research group meetings, they did not keep any 
form of journal, video diary or blog to reflect on their thoughts and actions during the data 
generation period as suggested by Kindon et al. (2007). The midwives were willing to receive 
copies of the transcripts in order to confirm the accuracy of content, and the preliminary 
findings were discussed with the groups;  Russo (2012) suggests this is necessary in order to 
validate findings. However, it is  argued by some PAR researchers that the data generated by 
the group should also be analysed in and by groups which means that the participants are 
participating as co-researchers in the process of analysis (Borg et al., 2012; Goeke & 
Kubanski, 2012). In the case of the midwives though, beyond confirming accuracy in the 
transcripts, the groups did not choose to participate as co-researchers showing little interest, 
for example, in verifying interpretation.  This challenged my intention to use a PAR approach 
to evoke change. Interestingly, Kitzinger and Barbour (1999) suggest that research groups 
that are not self-originated will only be able to reflect on or monitor change effectively but 
will not be able to initiate it.   Therefore, attempts to coax the midwives into working within a 
change agenda context may have been counterproductive as such action may have diluted 
the synergistic potential of the group interaction.  
 
Participation with action/intervention 
There was little active engagement with the action/interventions (cot-cards, grandmothers 
groups and practice minutes book) of the groups; on the whole they did not really take hold 
in terms of becoming a focus for social change. The grandmother’s group was abandoned 





into the ‘professional sustainability’ camp28. Group 3 decided that the cot cards were in fact 
superfluous to 21st century parental needs29 and decided to go a  step further and eliminate 
the cot-cards from the primary unit.  They did not however, go on to develop a further 
strategy, and the decision to abandon the idea of cot cards came reasonably early on in the 
project. The minutes book however, did go on to become an established practice for Group 
1, but this could not be considered to be a move towards a more  broadly focused 
sustainable profession.  
 
Focus group vs research group meetings 
Another issue was how the midwives viewed the concept of the focus group. The focus group 
is a method commonly  used in midwifery research and most midwives are therefore  likely  
to have preconceived ideas about how focus groups function (Steen & Roberts, 2011).   
Although the term ‘research group meeting’ had been addressed in the introductory 
information to the project, and in the initial meetings,  I acknowledge that I used the term 
‘focus group’ at times, as did the midwives in the group, which may with hindsight have  
contributed to the problem. I applied the term in good faith at the time as something that I 
felt that the midwives would be able to relate to. However, it is generally accepted that focus 
groups should be ‘led’ by a moderator (Barbour, 2008; Krueger & Casey, 2009) and I intended 
to use what I considered to be a less hierarchical approach in the form of ‘research group 
meetings’. Harding (1989) argues that methodology is where feminism truly resides within a 
research paradigm, and that ‘method’ is a neutral entity, and simply a tool for data gathering. 
However, the research terms that we use communicate expectancy on the part of those 
involved (Crano, Burgoon, & Oskamp, 2001)and it may have been  helpful if a consistent 
approach had been adhered to. 
 
                                                     
28 This transfer became very apparent in the discussion that took place amongst the group. 
29 The midwives felt that the professionally prepared memorabilia available and access to digital film and 
photographs etc. had made the cot cards seem anachronistic. 
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I acknowledge that any decision making on the part of midwives relating to their level of 
involvement were valid and that that all of the resulting actions had excellent  scope for 
analysis, but at the time I felt a sense of disillusionment. I believe that I was so focused on 
getting the methodology ‘correct’ that I did not allow myself to appreciate the foray into 
change that the midwives were undertaking at the time.  I was asking them to take on a 
considerable amount of conceptual analysis of self and practice with regard to the subject 
area of  sustainability, and my expectations were perhaps unrealistic.  There is a belief that  
there is scope in such a group process to initiate changes in the thinking of those 
participating  or in their understanding of the issues being addressed (Bergold & Thomas 
2012). Chapters 7-9 demonstrate that there was indeed a shift in the thinking of the 
midwives, but it was not a shift in collective consciousness (Baum, MacDougall, & Smith, 
2006) resulting in social action and it was not having a clearly identified impact on practice, at 
least at that time.   
Positionality and power relations 
The dynamics and the relationships between the individuals involved in the  research group 
meetings undoubtedly influenced the way in which the meetings operated, and my own 
positionality certainly played a part in this. Goeke & Kubanski (2012) refer to the effect of the 
presence of a power differential within a PAR setting. Initially, I did not imagine that this 
would be the case when a group of  women working within the same professional field were 
involved. From a feminist research perspective, it has been suggested that personal 
experience can be seen as an advantage to many projects and that by working on a project in 
which the researcher has a personal ‘investment’, they are enabled to merge the public and 
the private. Corbin, Dwyer, and Buckle, (2009) advocate that being an insider does not make 
for being any better or worse a researcher, just a different kind of researcher, and that as 
long as this is acknowledged and reflected on, it can add an additional dimension to the data. 
However, I feel that the  fact that I am a midwifery educator rather than a full time practicing 
midwife may have influenced behaviour within the groups. The ability of the ‘academic’ to 





challenged as a problematic state within any research process (Burgess, 2006).  There was a 
sense  that the groups  were looking to me as the ‘leader’ of the project and as a result there 
was little sense of any real ‘co-research’ involvement, and more of a passive form of 
participation.  It has been argued that researchers who choose to use PAR as a methodology 
cannot ignore the fact that power politics will always be prevalent when an ‘outsider’ is going 
into a setting, with the intention to make changes within a community (Daellenbach, 1999b).  
Alternatively, other writers consider that it is possible for power inequalities between the 
researcher and the co-researchers to  be exposed and neutralized (Bannerjee  & Tedmanson, 
2010).  I would additionally add that although I can be seen as having a ‘leadership’ role in 
the profession by virtue of being an educator (NZCOM, 2012),  I still see myself very much as 
a regular member of the midwifery profession.  I therefore believed that I would be more 
likely  be seen as an ‘insider’ than an ‘outsider’.  However, it has been argued that as a 
researcher, it is not possible to take on the mantle of  ‘insider’ and that it is necessary to 
accept a rule that requires duality as both insider and outsider (Brannick & Coghlan, 2007).  
For me personally this led to a degree of entanglement and role ambiguity.  
The moment the insider steps out from the inside, she is no longer a mere 
 Insider (and vice versa). She necessarily looks in from the outside while also 
looking out from the inside… Not quite the same, not quite the other, she 
stands in that undetermined threshold place where she constantly drifts  and out 
(Trinh, 1991, p. 74). 
I felt that we had addressed this in the preliminary meetings of the study, when I had 
discussed  my intended involvement as a co-researcher within the study.  I had used the 
comparison of the concept of partnership within the midwifery model, where the woman 
and the midwife bring their own body of knowledge to the relationship to create a 
partnership where both parties contribute equally (Guilliland & Pairman, 2008). I recognize 
that this viewpoint has been challenged by some critics who claim that aiming for 
relationship rather than partnership is more pragmatic (Skinner, 1999a; Freeman, 2006), but 






I used  what I felt to be a reflexive, feminist approach with a  strong recognition of my own 
values and beliefs (Hesse-Biber, 2011). For example, I attempted to maintain a subjective 
sense of my own social location by journaling and critically reflecting on the meetings with 
regard to my own part in the process as well as that of others. The establishment of the 
research group meetings was, as described, an attempt to create a flattened research 
method structure. The meetings were structured to initiate dialogue to encourage the flow 
of ideas. (Morgan, 1993; Rubin & Bellamy, 2012) A conversational style was standard in the 
groups (Fern, 2001) and I aimed to introduce  a non-directive rather than a directive 
approach when introducing elements such as the cue cards, in an attempt to deflect from 
being cast as the moderator (Stewart, 2007). It is argued that using dialogue as a tool leads to 
structural openings for social change by creating the opportunity of a shared space for co-
construction of meanings in an authentic and egalitarian space (Dutta, 2011) and I hoped 
that the research design would facilitate this space. However, aware of the possibility of the 
groups’ losing focus, I recognized that there is was a need to give the meetings some shape 
and purpose. Consequently I utilized activities such as cue cards in order to stimulate 
discussion and use the time allocated most effectively, and it is possible that this could have 
been construed as guiding the process (Fern, 2001). As my research notes from the time 
demonstrate, there was a sense that the midwives continued to look to  me as the leader of 
the project.  
 
I have to acknowledge that as the study designer, I felt, I think justifiably, a considerable 
amount of responsibility for how it went. Sense (2006) describes this dilemma as trying “to 
drive the bus from the rear passenger seat – wanting to genuinely participate as a passenger 
but still wanting some degree of control over the destination”(p.1).  Others describe the 
architect of a research study in PAR as a “transformative intellectual” (Guba and Lincoln 
(1994) as cited in Thompson & Perry, 2004, p. 405) or a change legitimizer (Goduscheit et al., 
2008).  These definitions  point to a role that is inevitably different from those of the other 
group members. However the role and the positioning of this person would appear to be 
ambiguous  and poorly addressed overall within the literature (Avison, Baskerville, & Myers, 





compromise will be required unless the project has sprung from a genuine grass roots 
ideological standpoint where the group collectively call for change. This might mean 
renouncing some of the idealistic emancipatory and transformative perspectives of PAR. It 
may be that an acceptance of disparity within the collective concept of participation would 




Intra-relational dynamics  
As discussed earlier in the chapter, the decision to work with established group practices was 
not undertaken lightly.  Kitzenger (1995) has argued that using pre-established groups allows 
the generating of “naturally occurring data” within an authentic social context (p. 105). This 
proved to be the case to some extent and the group members were able to prompt the recall 
of shared experiences and to work together to resolve discrepancies around specific 
occurrences and events (Munday, 2006). However, whenever a group of individuals gather 
for a common purpose there is a group dynamic and with it the potential for group conflict, 
or at least for conflict between individuals within that group (Wheelan, 2005; Wittenbaum & 
Moreland, 2008). Within pre-formed groups where existing inter-relational dynamics are 
determined and the hierarchical structures and patterns of interaction established, both 
explicit and covert tensions may be present (Liamputtong, 2011). From both intrapersonal 
and interpersonal perspectives, the midwives were what would be classified a low-risk group 
for conflict potential, being essentially homogenous groups in terms of age, socio-economic 
status and gender (Stewart et al., 2007). However, researchers using a focus group type 
approach should only expect “homogeneity in background and not homogeneity in attitudes” 
(Morgan, 1986, p. 48). Just because the midwives shared a practice, it did not follow that  
they would similarly share common values, beliefs and a practice based philosophy. Varying 
attitudes, even between people who know each other well can lead to conflict (Litoseletti, 
2003; Puchta & Potter, 2004; Krueger & Casey, 2009). It transpired that significant tensions 
were present between some group members. The presence of inherent conflict within one of 
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the groups in particular, created a series of challenges during the research group meetings 
and almost certainly impacted on the ability or willingness of some the midwives to fully 
engage as co-researchers within the project.  
Time Keeping 
The issue of temporality was another area of challenge within the research group meetings. 
The need for a clearly defined time frame for meetings in research is well documented 
(Kitzenger, 1995; Bloor et al., 2001; Barbour, 2007; Liamputtong, 2011) I have also already 
discussed that time management in the meetings was important to the midwives.  However, 
with hindsight, an urgency to settle the midwives into the meeting as quickly as possible was 
possibly counter-productive.  This sense of temporal awareness on my part featured 
throughout the data generation and collection process and may have contributed to the 
challenges presented with relation to PAR within the research group meetings.  
Call the Midwife 
Midwives work with a considerable amount of uncertainty in their working lives, with the call 
to a birth or other unanticipated event always a phone call away (Leap & Pairman, 2010). I 
was expecting this to impact on attendance at the meetings that we negotiated, but not in 
the way that it transpired .  I thought that they may not turn up because of having to be at a 
birth, or be called away to a birth during the meeting,  but there were actually only two 
occasions when the midwives were not all able to be present within their discrete  LMC 
groups. However, both of these happened to be the first meetings for the groups concerned. 
Of  the five DHB midwives who attended the initial meeting, one resigned from her 
employment with the DHB after the first meeting and another went on extended leave after 
the second meeting. Another midwife therefore joined the group to replace those missing 
and this change in dynamic almost certainly had some impact. It is identified that a consistent 
approach in group membership is important in PAR in order to maximize shared 
understanding and to increase a sense of ownership within the group (Krueger & Casey, 
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2009). If the midwives had missed the introductory session, then it could be argued that they 
may have been disadvantaged in terms of how they perceived the concept, which may have 
been different from that of their peers. In order to mitigate that possibility, I ensured that 
those who were unable to attend were sent a copy of the transcript so that they were able to 
gain some insight into how their colleagues had discussed the concept of sustainability.  I did 
‘check in’ with those who were latecomers to make sure that they felt comfortable in picking 
up the conversation having not been privy to the previous discussion and they responded 
favourably. My understanding is that at least some of them had also been updated by their 
colleagues about what was discussed during the meetings, although clearly this may have 
differed from the original discussion by virtue of personal recount and interpretation.  
Reluctant Champions? 
There is a sense of urgency in much of the literature around sustainability. For example, it is 
argued that the need for  transition to more sustainable societies is ‘critical’(UNESCO, 2009; 
Ferrar-Balas et al., 2010; Palma et al., 2011), and that a stronger presence of awareness of 
sustainability in a broad range of professional practices including education and health is 
‘essential’ (Boyle, 1999; Jones et al., 2012). A principal driving force on my part was to 
provide a canvas for change in midwifery and I saw my research framework as the easel for 
the canvas. I imagined that if I provided an opportunity for midwives to initiate sustainability 
measures within their own practice, then they would become ‘champions for the cause’. 
(Caldwell, 2003). However, as Kotter (1996) surmises, research and experience suggest that 
some of our change efforts toward a more sustainable world will work, many will not, or at 
least not perhaps in the way that we might imagine that they will.  
On reflection, although the process did not work in the way that I had originally anticipated, 
this does not mean that it was not a worthwhile endeavour. I have been able to make 
meaning from my own positionality within the process and to generate some valuable and 
informative data from the discourse emerging from the research group meetings.  The 
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midwives actively chose not to participate as fully fledged co-researchers and this was 
ultimately their decision. As such they were still actively engaged in the PAR process albeit in 
a self-determined and modified way.  
An Agenda for Change 
Dahlen (2006) suggests that midwifery is a deeply political arena and that midwives must be 
change agents by virtue of  working in the area of women’s health. “…everything we do to 
women, the way care is structured and delivered, impacts on women and their babies” (p.5). 
The sphere of maternity care is certainly one of perpetual change and midwives are often at 
the forefront of facilitating the change endeavouring to ensure that change is both positive 
and sustainable (Brodie, 2002). However, any deliberate introduction of a change agenda 
carries the possibility of challenging long held values and beliefs (Ratner, 2004; Marshall & 
Toffel, 2005; De vries & Petersen, 2009).  Consequently this may result in disruptive change 
to the ways that individuals see and work within the world. This may entail a ‘leap-of-faith’ on 
the part of at least some of those involved.  
Having been a long term advocate for the benefits of  more sustainable ways of being and 
doing, I acknowledge that I hold long term ideological beliefs and I that cast myself in the role 
of ‘change agent’ when I set out to undertake this thesis. If I am to be honest with myself, I 
believed that I would be able to communicate  a sense of the need to change to more 
sustainable ways of being to the midwives in the group and then work with them to translate 
this into action. I imagined that by participating In a PAR study they might  be motivated to 
adopt the innovative ideas generated and to promote and disseminate them. I felt that a 
group of people who are connected to one another (such as the midwives in the research 
groups) would be more likely to be a socially cohesive unit, which would lead to greater levels 
of support and a shared understanding (Battilana & Casciaro, 2013) thus further 





On reflection I can see that I was adopting a simplified approach to a complex situation 
fraught with wicked problems. In reality the aspiration to act as a catalyst for change in a 
socio-political context is deeply embedded in identity involving core values and sense of self  
(Ratner, 2004; Marshall & Toffel, 2005; Harre et al., 2009) and my hope of effecting an 
agenda of change was not borne out in the way that I had perhaps naïvely anticipated.  As 
previously noted, the desire to craft this thesis came from my own strong ideological roots 
that are identified in my intellectual autobiography.  Although the data generated from the 
research group meetings was rich and offered good insight into how the midwives viewed 
sustainability, it did not serve my deeply held need to establish a way in which change might 
be initiated within my profession.  During the data generation phase of the process, I found 
myself becomingly increasingly discouraged by the reluctance of the groups to fully 
participate in the way that I had hoped that they would. Although the midwives who 
‘participated’ in the study were willing to offer their time and thoughts within the research 
group meetings, they were unable or unwilling to take on a greater level of participation as 
co-researchers.  
 
My use of PAR as a methodology was intended to facilitate change.  The term ‘action’ in 
research indicates that the research is designed to contribute to change efforts or 
accompany action by those involved. The reality from the outset was that the design could 
never have been PAR in its purest sense, and was always going to be at best a methodological 
hybrid, because unlike the original PAR studies, this was not a grass roots response to a 
perceived problem within midwifery practice on the part of those involved. PAR had  
emerged from a research tradition, where oppressed groups were encouraged to use the 
methodology for emancipatory purposes and to achieve empowerment (Susman & Evered, 
1978; Calhoun & Karaganis, 2001; Fals-Borda, 2001). Having explored the methodology  at 
length, I now recognize that the reluctance of the groups to fully participate is not an 
uncommon event within this methodological sphere and frustrations relating to the  full 
participation of  those who are recruits rather instigators can create methodological 






From reflection to reflexivity. 
What helped me to make meaning from this  emerging state of affairs was the fact that as 
the data gathering proceeded, I found that I was personally moving beyond the territory of 
reflection and further into the realms of reflexivity. It may be useful at this point to further 
distinguish between reflection and reflexivity which are sometimes used interchangeably. 
Reflection30 is described as  a component of learning and thinking. We reflect in order to 
learn something, or we learn as a result of reflecting, and the term ‘reflective learning’ 
emphasises the intention to learn from current or prior experience”  Reflection promotes 
self-questioning and thoughtful consideration on one’s experience by connecting practice or 
experience with theory. (Schon, 1987; Moon, 2004).  Reflecting on practice is said to be a 
deliberate activity that has structure and methods that can be learned (Jasper, 2003; Moon, 
2004). There are many models that are used to create a framework for reflective learning 
such as those of Gibbs (1988) and Mezirow (1990). Reflexivity in contrast is said to include an 
additional  layer of  internalisation, whereby the learner is fundamentally changed as a result 
of  experience in addition to its intrinsic learning value. (Hibbert & Cunliffe, 2013).  
 
 I found it difficult at times to extricate my midwifery self from my researcher self, and both 
from my personal self. I found the work of  the German philosopher Hans-Georg Gadamer  
(Gadamer, 1976) to be useful in this context. In his work around hermeneutics, Gadamer 
promoted the idea that a person cannot be separated from their own historical and cultural 
environment and the fusion of the existing values and biases from this reality  with the values 
of other ‘cultures’ that enable an individual to create knowledge. I feel that my sense of 
                                                     
30 Reflection is seen as a tool used to facilitate change and is prevalent in health care practice and education.  
Midwives are encouraged to work within a framework of reflective practice. Reflective practice is incorporated 
into the vast majority of contemporary midwifery curricula in New Zealand and other countries, and the 
midwife is encouraged to examine their practice with a view to making changes for the future where necessary 
(Polomeno, 1999). Midwives use reflection for addressing clinical situations at practice meetings, raising issues 






reflexivity developed  as I found myself questioning my own attitudes, assumptions and  




The data gathering procedures took place over a 12 month period in total.  All of the 
meetings were digitally recorded and the recording was  transcribed verbatim by a 
professional transcriber who had signed a confidentiality contract. I listened carefully to the 
recordings before delivering for transcribing in order to gain immediate clarification and 
recall of the conversations and the contexts and made notes at that stage. This note 
expansion approach is said to help to retain the significant points of the discussion concisely 
(Bertrand et al., 1992).  In order to ensure the accuracy of the data, once returned from the 
transcriber, I read the texts myself again in the knowledge that a slight grammatical  error 
can change the meaning perceived from the content (Boyzatis, 1998).  Finally the transcripts 
were sent out to the group members for verification.  This offered  the midwives the 
opportunity to check the accuracy of the previous discussion and for them to respond to and 
clarify either individually or as a practice. They made some typographical and grammatical 
corrections, but  this was something that they did individually, never collaboratively. The 
group members were invited to comment on interpretation, but none of the group members  




The data used for the study included eleven transcriptions which represented 28 hours of 
recorded interviews. It also included my research journal entries and spontaneous non-
recorded interviews and memos that were generated over the course of the fieldwork stage 






Once the amended transcripts had been returned by the midwives, I chose to eliminate what 
I considered to be extraneous information and to incorporate relevant field notes into the  
transcription.   I acknowledge that this does not fulfil the philosophical ideal of participation 
of PAR at all levels including data analysis (Bergold & Thomas, 2012). I appreciate that when 
the process includes this step, the research ‘partners’ are enabled to gain insight into the 
background of their own and other members viewpoints creating what has been described as 
an “Ethic of Voice” (Riecken et al., 2005). However, in my study, as I have already reported, 
the midwives were not really interested in moving beyond the accuracy stage of the 
transcript process. I returned again to the Schneider model and conceded that I had been 
unable to reach beyond the consultation level where participants are regarded as having 
knowledge that may be valuable but I retained the overall control by making decisions about 
what should be retained or eliminated (Schneider, 2010).  
 
The process of analysis was therefore not fully inclusive within the framework of PAR, but the 
midwives seemed to be satisfied with this arrangement, so in principle it was a consensual 
and collaborative decision.  
 
Analytical method 
I chose to use Thematic Analysis (TA) in order to identify, analyse and report patterns 
emerging from the data as well as to interpret various aspects of the work . I recognise that 
Thematic Analysis is sometimes reproached for lacking sophistication as a method, but it can 
be countered that the theoretical framework chosen by the researcher will inform the use of 
TA (Braun & Clarke, 2014).  Having used PAR which is a methodology without a prescribed 
analytical element in the way  of ‘branded’ methods such as  grounded theory (Strauss & 
Corbin, 1998), or interpretive phenomenological analysis (Heidegger, 1998), I needed an 
analytical method that was flexible and inclusive. One of the strengths of TA is that it can be 
used to analyse almost all forms of qualitative data (Boyatzis, 1998; Braun & Clarke, 2014). 
Additionally, TA is described as the most common and the simplest form of analysis in 
qualitative research (Javadi & Zarea, 2016). and at the point of making the decision, I  had not 





midwives and Thematic Analysis would have been easier for novice co-researchers to 
comprehend than a method such as discourse analysis.  
 
Braun and Clarke (2006) state that TA can be used as an essentialist/realist method, reporting 
meanings, experiences and the realities  of the research participants, or as a constructionist 
method that explores the way in which the experiences, realities and  meanings are the 
effects of a range of discourses operating within society.  My use of TA is best described as 
‘contextualist’ which sits midway between the essentialist and the constructivist positions. It 
acknowledges  the way that the participants make meaning of their experience and how the 
broader social context impacts on that meaning whilst maintaining focus on the material and 
other limits of reality.  In this way TA can be used to reflect reality whilst simultaneously 
clarifying that reality  (Javadi & Zarea, 2016). A data driven inductive analytic approach is 
recommended for less structured data gathering such as focus groups. (Fereday & Muir-
Cochrane, 2006). 
 
 Themes and Sub-themes 
By following the framework  developed by (Braun & Clarke, 2006; 2014) the dataset was 
coded manually, identifying interesting features of the data across the entire data set, and 
relevant data extracts were collected. I decided not to use a computerized programme for 
the process in the belief that a manual method would allow greater immersion in the process 
which would  enable greater familiarization.  These codes and collated data were then 
examined to identify potential themes.  The themes were then reviewed and redefined  
where necessary and named.  A  thematic map of the analysis was created.  
The themes that emerged from the  analysis were as follows: 
1. The role of the midwife 
2. Rapidly changing world 
3. Consumerism  
4. Sustainability 







Figure 7: Themes and sub-themes 
 
A feature of an inductive approach is that the participants may not go where the researcher 
anticipates that they will go ( Anderson, 2010) and during this stage of the analysis it became 
apparent that the broad concept of sustainability was of far less consequence to the 
midwives than professional identity. This was the pivotal theme in the data and was seen in 
almost every issue raised by the midwives. Professional identity was used to relate to how 
the midwives interpreted both their role and responsibilities particularly in relation to the 
role of the midwife. Professional identity was raised in discussion around both intra- and 
inter-professional relationships as well as those with women and their whānau/family.  
Professional identity also featured in much of the discussion around factors relating to 
sustainability often around why changes would be difficult to implement. My philosophical 
standpoint as a researcher with an interest in feminist and emancipatory theory, led me to 
reflect on  this change of direction.  My overarching interpretation of  the initial thematic 





midwives from engaging with sustainability, were possibly the same as those that they felt 
challenged their professional identity and thereby the sustainability of the midwifery 
profession. My thesis had evolved from the intended focus and the original questions had in 
many ways been addressed. However the midwives had inadvertently provided an impetus 
to continue and explore further their perceptions around their professional identity and the 
professional sustainability of midwifery practice. 
 
 
A Change in Direction  
From the data that had been produced it was  necessary to decide what was going to be  
useful in terms of informing the new direction of the research and what was superfluous.  In 
order to achieve this I had to redefine the goals of the research.  The goals of the research 
had become focused on professional identity and the questions were reframed to: 
 
1. What factors contribute to the professional identity of midwifery ? 
2. What factors impact on the professional sustainability of midwives in New Zealand/ 
Aotearoa? 
 
Thematic analysis is said to have “limited interpretative  power beyond mere description if it 
is not used within an existing theoretical framework that anchors the analytic claims that are 
made” (Braun & Clarke, 2006, p. 97). I recognized that in order to analyse the data 
satisfactorily, I had to utilize a theoretical framework that would ensure that the analysis was 
broad enough to encompass the diverse range of entities that appeared to be contributing to  
the complex interplay of influences linked with the sustainability of professional identity for 
the midwives in the research groups.   
 
I had been introduced to Actor Network Theory (ANT) as a theory that addresses the co-
evolution of inter-actants in the network by using the process known as ‘translation’ to 





(Dankert, 2011). ANT calls upon a translation process to determine how the actants are 
associating and forming the networks in which they function.  The translation process can be 
used to investigate phenomena. Within the framework the focus is not on the actants 
themselves but on the relationships that they form within the network.  In Chapter 4 I will 
introduce the concept of ANT before continuing to demonstrate  how it was used to explore 




In this chapter I introduced the methodology of PAR and deliberated on why it did not work 
within my study in the way that I had anticipated. I considered the methods utilised, and 
explored whether they may have contributed to this outcome. I also outlined the reflexive 
stance that I had adopted. Analysis of the data would  reveal that the inability of the 
midwives to engage fully with the subject of sustainability was more complex than I had 
originally foreseen.  On reflection, I recognize that my initial response to what I perceived to 
be a lack of commitment to participate on the part of the midwives, was solipsistic. I deduced 
that PAR had not worked as effectively as it might because I had not fully considered intrinsic 
factors such as power differentials, time commitments and other factors. That is not to say 
that these factors did not contribute to the less than optimal articulation of methodology 
with participant engagement, but I assumed that these factors had militated independently  
to prevent the midwives being able to offer complete involvement in the study. I had been so 
busy focusing on the matter of sustainability that I had not initially recognized some of the 
other discourses that were emerging during the data generation process.  However, as I 
began to draw on the salient themes and sub-themes during the data analysis, a different 
narrative began to emerge and the possibility that there were other extrinsic factors at play 
transpired. I required an analysis schemata that would enable a social critique on a much 







Chapter 4.  Actor Network Theory – a Change in Focus 
Introduction 
I recognized that in order to analyse the data satisfactorily, I had to  utilize a framework for 
analysis that was broad enough to encompass the diverse range of entities that appeared to 
be contributing to the complex interplay of influence linked with the sustainability of 
professional identity for the midwives in the research groups.   
 
I was initially drawn to both assemblage thinking and Actor Network Theory (ANT). Both have 
been identified as useful for “enabling rich analyses of contexts” (Fenwick & Edwards, 2010, 
p. 4). It is stated that these theoretical standpoints can both be seen as part of a 
paradigmatic  shift  from the “language, representation and discourse concepts of the 1990s, 
to the heterogeneous, networking and materiality focus of the early twenty first century” 
(Müller, 2015, p. 29).  Both Assemblage Theory and Actor-Network Theory  can be used in a 
variety of different ways as concept, ethos and descriptor. This  diversity means that neither 
can be exclusively owned by any one research tradition. There are commonalities in how  
they are deployed however, and this gives insight into how they can be used. They are both 
frequently used to exemplify complexity, emergence and indeterminacy within a range of 
different  fields of research (Anderson & McFarlane, 2011). The strongest link between the 
two has to be, however, that they both emphasise that what goes on in the world shapes it, 
and not the other way round (Heeks & Stanforth, 2013).   Müller (2015) describes the 
emergence of ANT and other assemblage theories as a “return to a concern for materiality”, 
and a move away from the “language, representation and discourse concepts.” (p. 28). 
However, this does not exclude these elements  from a network. 
 
Having explored both concepts,  I  eventually elected to work primarily with  ANT because  
although it has many parallels with assemblage theory,  is more empirical in its approach and 





been appropriated and adapted  by many  academic fields, including sociology (e.g Mützel 
2009), anthropology (e.g. Oppenheim 2007a) and international relations (e.g. Barry 2013). 
Actor Network Theory 
Broadly viewed as an affiliate of the anti-essentialist movement , ANT was formulated within 
the field of science and technology studies (STS) in the 1980s using a strongly ethnographic 
focused approach. It evolved from the work of Bruno Latour (Latour, 1986; 1992; 1993; 1996; 
1999a; 1999b; 2005) and Michel Callon (Callon, 1986a; 1986b; 1987) at the Ecole de Mines in 
Paris and was refined later by the British theorist John Law (Law, 1992a; 1992b; 2002; 2007). 
Described as a “systematic way to bring out infrastructure that is usually left out of the 
"heroic" accounts of scientific and technological achievements” (Goguen 1998)  ANT set out 
to acknowledge the importance of parts played by both subjects and objects in scientific 
research.   Although the theory is influenced by the radicalization of sociology of science and 
technology propounded by Kuhn (1970) and Bloor (1983), it contains elements from a broad 
range of intellectual traditions including Foucauldian perspectives on power and knowledge  
and the philosophical teachings of Michel Serres (Cressman, 2009; Cresswell, Worth, & 
Sheikh, 2010). Latour (2005a) speaks of the work of Gabriel Tarde as an “early ancestor” of  
ANT because he used more of an inductive method to of explanation in his work pulling on 
what might be considered to the less important micro detail to create a macro portrayal of  
the world. From its roots in Science and Technology studies (STS), ANT has been appropriated 
and adapted  by many academic fields subsequently, including sociology, anthropology and 
international relations. 
 
In their network theory, Latour, Callon and Law, developed a language that does not 
distinguish between humans and non-humans, the subjective and the objective (Fenwick & 
Edwards, 2010). ANT treats both of these elements as ‘hybrid entities’ that are part of social 
networks designed to analyse situations where separation of the individual components is 
problematic (Callon, 1997, p. 3). In enunciating the character of  non-human agency, ANT  
unravels any division between the semiotics of modern binaries such as society and nature, 





(Ritzer & Ryan, 2011; Banks, 2016). Everything is society and society is everything. The 
‘actor’31 in ANT is therefore firmly heterogeneous and the term includes individual as well as 
collectivities of humans; non-humans including animals, technology and documents and 
intangible elements such as concepts and institutions.  
 
The inclusion of  both subjects and objects as actants has challenged both the fields of 
scientific research for its relativist positioning, and the social science fields, where it was 
claimed to be positivist in its approach by stating that that scientific facts exist independently 
of human activity (Ritzer & Ryan, 2011). The latter argument has led to a debate that 
challenges the limits and meanings of social constructivism (Callon & Latour, 1992).  
However, ANT can be seen to differ from social constructivism, which sets out to uncover the 
ways in which individuals and groups participate in the construction of their perceived social 
reality. ANT includes more than human perception and emphasizes the significance of 
material objects in the construction of  knowledge.  
 
ANT has equally been held to account for its inclusion of the word ‘theory’.  This criticism has 
been levelled, not least, by the originators of  the ‘theory’. Theories generally are used to 
explain why something happens and fit within a testable, predictable and explanatory model.  
ANT conversely focuses on how associations are made and transfigure (Latour, 2005). As 
identified above, even the originators of the theory have frequently revised aspects of the 
approach using a wide range of alternative titles including, the sociology of translations, 
(Callon, 1986a); the sociology of associations (Latour, 2005); actant-rhizome32 ontology 
                                                     
31 Latour has expressed misgiving about the use of the term ‘actor’ and has used the term actant as an 
alternative because ‘actor’ suggests a human entity whereas actant can more readily accommodate  non-
humans as an unfamiliar term (Latour, 1996) It has also been suggested that the word actant also effects a shift 
from the entity that is the origin of the action to the action itself (Dankert, 2011). 
 
32 In botanical terms a rhizome is a continuously growing horizontal underground stem which puts out lateral 





(Latour, 2005) Co-Word Analysis (Callon, Rip, & Law, 1986) and enrolment theory (Ritzer & 
Ryan, 2011). The alleged confusion created by ANT at one stage led to the founding theorists 
to call for an end to ANT as an approach. It was claimed that it  had been adapted and 
translated by so many that it had altered into something else.  In the words of  Latour 
(1999b) “...there are four things that do not work with actor-network theory; the word actor, 
the word network, the word theory and the hyphen! Four nails in the coffin.”( p. 15).  Latour 
now takes the stance that  ANT is “a name that is so awkward, so confusing, so meaningless 
that it deserves to be kept” (Latour, 2005, p. 9). Gad and Jensen (2010), argue that ANT is 
only considered a theoretical perspective because it is wrongly assumed that it always arrives 
at the same conclusion. That is, no matter what the area of enquiry, the purpose is to 
establish that actants are enmeshed in networks.  They continue to suggest that far from this 
being the case, the ethos of ANT is to not to apply any presuppositions, and that such 
assumption eschews the ANT principle of no priori assumption.  
 
It is now, however, broadly accepted that whether it is referred to as a theory or method,  
the approach is often usefully employed as a range of practices rather than a concrete set of 
concepts.  Cressman ( 2009) describes it as a frustrating paradigm because it cannot be 
pinned down to a “catch all theory that can be universally applied.” (p. 3).  However, this 
could be viewed as bestowing a radical quality that can lead to the reconsideration of taken 
for granted ideas (Ponti, 2011). In this light, the non-specific nature of ANT can be viewed as  
a positive feature that allows researchers to observe in detail how relations among people,  
groups, things, institutions, and concepts are created, maintained and transformed over time 
without being entirely prescriptive.  
 
 
Ontological and Epistemological Positioning 
                                                     
"rhizome" and "rhizomatic" to describe theory and research that includes the principles of  connectivity, 





ANT is said to have its own ontological and epistemological positions as a result of 
considering the world as existing as networks (Law, 1992).  Philosophically ANT does not sit 
comfortably with either modernism or post-modernism.  Supporters of ANT argue that reality 
itself does not exist intrinsically as such, but the construction of reality is achieved through 
the interplay of the actants within the network (Callon, 1987; Latour, 1999b; Latour, 2007). 
ANT views all  factors, human and non-human, as actants that promote the implementation 
of action.  In order to attend to the need to treat both human and non-human actants 
equitably, the principles of  agnosticism, generalized symmetry and free association are used 
(Callon, 1986b). These three principles decree that there should be no distinction between 
the social, conceptual, natural and technological by demanding analytical impartiality of both 
human and non-human entities (agnosticism); the use of an abstract and neutral vocabulary, 
such as the use of the term ‘actant’ (Generalised Symmetry) and the exclusion and rejection  
of assumptions between the entities (Free Association) (Tatnall & Gilding, 1999). In following 
these three principles, ANT is theoretically free from a binary perspective  and can examine 
non-human actants and their relationship with humans without bias . “The human is not a 
constitutional pole to be opposed to that of the non-human. The two expressions ‘humans’ 
and ‘nonhumans’ are belated results that no longer suffice to designate the other dimension” 
(Latour, 1993, p. 137) Purposeful action and intentionality may not be properties of objects, 
but they are also not properties of humans either. They are properties of institutions 
[collectives of humans and non-humans], apparatuses, or what Foucault called dispositifs 
(Latour, 1999a, p. 192). 
 
However, the suggestion of ANT as a non-hierarchical or flat ontology has led to fierce 
opposition to the notion that objects potentially have power over humans, which has been 
interpreted as challenging the concept of human agency. (Dankert, 2011). It has led to ANT 
being  described as a post-human concept by suggesting that  non-human objects such as 
technologies and concepts have the potential to shape social interactions as much as their 
human counterparts, thus ostensibly granting them agency (Cressman, 2009; Kipnis, 2015).  
Latour  (1999a) however, insists that there is a marked difference between human and non-





with other actants in the network in order to effect action and change.  Latour  (1999b) 
continues to explain that there is also a difference between ‘objects’ and ‘things’.  An object 
brings to mind stability as something that does not change, such as a table or a hat.  
However, a ‘thing’ presents a more abstract construct that is less stable than an object and 
capable of change. This could include a legal act, or a political ideology for example. The 
important thing is that nothing in the network has an a priori 33 relevance, and consequently 
presumptions cannot be made.   This position accentuates the radical position of ANT in 
relation to classical sociology which assumes humans to be of greater importance than 
objects or things. As a result, ANT can be seen to present a new way of questioning reality 
and even of re-conceptualizing what reality is and in so doing it is argued has created a new 
ontological position (Cordella & Shaikh, 2006).   
 
 
The Network  
In addition to his concern with the use of the term ‘actor’, Latour also critiqued the use of the 
word ‘network’ which he felt was open to misunderstanding as a static grid like structure 
rather than an ever evolving dynamic process (Latour, 1996). He argues that the notion of 
networks has localised the universal and suggests that the ‘work’ component of the term had 
become foregrounded and that ‘worknet’ may be a better option (Latour, 2010). It is 
important to stress that the actants themselves do not constitute the network.  Actants enter 
into networked relationships which then “define them, name them and provide them with 
substance, action, intention and subjectivity” (Ritzer & Ryan, 2011, p. 1). The actants in a 
network acquire the form that they do as a result of their interaction with one another.  This  
supports the no a priori essence of ANT as the actants only derive their form via the 
networks. Additionally, the actants themselves are amalgamations of  symbolically  endowed 
                                                     
33 A Priori is a philosophical term that is used in several different ways. In this context the  term is used to define  






identities, relations and inscriptions that are also networks themselves, and which can be 
located within other diverse networks.  This liberal and democratic approach resulting from 
an ANT approach has vexed some critics who  accuse it of being  so liberal that “it has no 
other………it has made itself into a ‘final’ final vocabulary” (Lee & Brown, 1994, p. 774) 
 
The anti-dualism and anti-determinist nature of ANT is said to lead to accounts that are 
descriptive rather than analytical (Law,2007). Latour (1996) dismisses this by stating that in 
ANT, the researcher has to follow the actions of the actants and  strive to avoid inflicting 
generalized and abstract values on what they are analysing.  Following  the actants, 
sometimes referred to as  analytical tracing (Oppenheim, 2007a) is the primary operational 
principle of ANT.  It is a confusing precept because of the potential number of actants within 
a given network including those who may appear or disappear before a final network is 
achieved (Cressman, 2009).  Because of this the network builders are generally the primary 
actants to be followed. This  is achieved by establishing  a point of origin and then 
investigating who and what the network builders are in the network, how they became part 
of the network and how interests are interpreted (Fenwick & Edwards, 2010).  The 
associations or links between the actants must be followed because they are the effects of 
power that leads to change. Therefore, connection alone is not enough, the actants need to 
be actively engaged in the network, working to maintain and create order as part of a 
collective existence. As long as the actants continue to interact, the actant network will 
externally at least appear stable (Fenwick & Edwards, 2010). 
 
Translation  
Networks can be intensely dynamic and inherently volatile, with new actants being enrolled 
into the network and ensuing jostling for position (Law, 1994). This process is referred to as 
‘translation’ and frequently involves  a displacement  of an actant from one status to another 
(Callon, 1986a).  It is considered to be a core concept within ANT and as such led Latour to 
call for a change in the name  of the theory to a ‘sociology of translation’ (Latour, 1996). 
Translation describes what happens when the entities come together and connect, changing 





actants reinterpreting or relocating the interests or even the identity of those in the 
assemblage  in order to align the interests of these other actants with their own (Garrety, 
2013). If actants have not been translated or translated themselves, then they are not part of 
the actor-network (Ritzer & Ryan, 2011) 
 
Horowitz (2012) describes translation as “an attempt to define and control others” (p. 809).  
ANT proponents deny this accusation relating to power arguing that powerful elements in 
networks are contingent and temporary and in many conventional senses they have little 
power. (Law, 1992; Fenwick & Edwards, 2010).  Furthermore, powerless entities can be 
become empowered by forming networks.  Supporters of ANT theory additionally argue that 
ANT can help us to understand who is excluded in networks, why they are excluded and how 
networks might be developed that run counter to dominant hegemonies (Fenwick & 
Edwards, 2010).  Interestingly, Law (1992) advocates  that ANT is simultaneously “all about 
power” (p. 387), but that “that notion of power should be abandoned” (p.278) because 
power can effectively  be seen as composed within a network and not exerted.  Additionally, 
far from being something  that occurs in isolation, translation creates ripple effects or ‘chains 
of translation’ (Latour, 1987a)where thoughts, behaviours, actions, and effects are carried 
from actant to actant with each adding an element of their own to the sequence.  However, 
the components  can be can be stabilised when the entities that make up the network are 
realigned.  
 
Such  alignment are stated to result from  the completion of  the four stages of translation 
which are  problematisation, interessment, enrolment, and mobilisation.  During 
problematization the actants identify what constitutes a problem, resolve to solve it and 
define the critical actants.   Different actants may perceive different  issues of concern within 
the same situation at this point and ANT acknowledges plurality of viewpoints.  However,  
consensus must be achieved and the focus of ANT is then to identify  issues that all of the 
actants will sign up to address.  At this point, a concept that Callon (1986a) developed called 
the obligatory passage points (OPP) becomes activated.  The OPP  is effectively the gateway 





translate other actants.  Some  OPP’s may  exist as ‘centres of calculation’ that have to be  
negotiated  by the actants in order to satisfy the interests that have been attributed  to them 
by the primary actant (Gulson, Clarke, & Petersen, 2015).  They may be  regulatory bodies,  
senior managers, or other individual or collective  actants that are nodes within the network 
and bring together other actants as resources. These enable the actants to mobilize extensive 
networks. Once they have persuaded or coerced other actants to support and follow their 
lead,  the interessement stage of the process is activated.  In enrolment,  these critical 
actants grant qualities to and motivate other actants to establish roles that will change the 
network (Tatnall & Gilding, 1999).  During mobilisation, the emerging network gains further 
endorsement as it becomes more durable which can potentially lead to the establishment of 
irreversible translations. This occurs when it becomes untenable to return to a point where 
there are any alternative positions (Callon, 1986a).  ANT serves to explore how the 
connections came to be and what sustains them and what leads to change. It includes the 
examining  of negotiations, forces, resistances and exclusions that are at play in micro 
interactions. Translation is the process that generates ordering effects such as devices, 
agents, institutions or organisations (Fenwick & Edwards, 2010). The process of translation is 
very important in the context of midwifery as it is principally  what has kept midwifery alive in 
many contexts at many times  in history. This will be examined in depth in a number of 
further chapters.  
 
 
Punctualisation, Intermediaries and Mediators 
When translation has succeeded the network actants are mobilised to assume a particular role 
and perform in a certain way (Saldanha, 2003). Following translation, and once a degree of 
stability has been achieved, the complex networks of ANT are said to disappear from view.  The 
complex assemblages are “replaced by the action itself and the seemingly simple author of 
that action” (Law, 1992, p. 385) This is known as punctualisation or ‘black boxing’.  The  ‘black 
boxes’ are configurations of human and non-human actants that have acquired a ‘taken for 





everything, the individual entities are also made up from networks and “the reality is infinite” 
(Callon, 1987, p. 93). However, networks are to a greater or lesser degree unreliable and can 
become unstable at any time. The entry of new actants, the exiting of existing actants as well 
as rearrangements of alliances can lead to black boxes being opened and their contents 
reconsidered (Latour, 1999a).  
 
ANT places a high level of significance on what are referred to as intermediaries and 
mediators. These are entities that move throughout a network where they carry out specific 
tasks that act to create a degree of stability within the network. Intermediaries operate by 
relocating the power of another actant without transforming it. Examples of intermediaries 
are documents or financial resources. These entities can be used to maintain social order, but 
conversely can be used to destabilize the same. They facilitate connection between groups of 
actants but can be ignored and undermined without creating major shifts (Oppenheim, 
2007). They are therefore viewed as passive elements (Pyyhtinen & Tamminen, 2011).  
Mediators on the other hand are active entities. They are said to shape the ‘social’ “making it 
bifurcate in unexpected ways” working through “flows of translations” (Latour, 2005, p. 202).  
Within this milieu, translation is viewed as a range of processes that include negotiation, 
calculation, arbitration and even acts of violence.  Any act where the actant takes it upon 
themselves to act as the spokesperson for another, either with their support or otherwise. 
According to Latour and Callon (1981), if an actor speaks of ‘us’ they are actually  




ANT within the context of my study 
Although ANT is becoming more visible in health related research, I discovered that there  
are very few existing studies that have used ANT  for researching issues relating to midwifery 
practice.  I did manage to locate a limited number of  sources such as the thesis produced by  





explore relational aspects of technologies such as epidurals and fetal monitors within the 
birthing environment (Clausen, 2010). Another example is the work of midwife Christine 
Kenney, (Kenney, 2009) who used ANT in her 2009 doctoral thesis to explore miscarriage, 
combining ANT with other theoretical  approaches. However, Kenney’s work is the only 
example of a New Zealand study that I have been able to locate that has any direct 
application to midwifery practice.  
 
The central actants that I  identified to follow in  the network emerging from my research are 
midwives. I appreciate that this decision could be levelled as a subjective one, that is one of 
me imposing the worldview of myself as researcher on the analytical process.  It can be 
countered, however, that ANT requires a high level of reflexivity on the part of the researcher 
(Cowan, Morgan, & Mcdermont, 2009; Cresswell, Worth & Sheikh, 2010; Sheehan, 2011). 
Additionally, I have stated my positionality at length in earlier chapters  and I fully  
acknowledge that this is one world view of many that might be extrapolated from the 
network. Additionally, action does not necessarily originate in the actor that is seen to act. 
Action is the consequence of the actions (or translations) of other actants that may be co-
located in time and space with the entity  followed or may result as a consequence of events 
that are distant in time and space (Latour, 2005, p. 44).  
 
 
The Complexity of the Network 
In spite of  a dearth of evidence of ANT within my sphere of practice, as  I gained familiarity  
with it,  ANT seemed to present a valid tool for framing the analysis of  the data generated 
(Gad & Jensen 2010). There are a number of reasons why this was the case.  
 
Firstly, complexity is broadly recognized to be  an integral feature of maternity services and in 
the delivery of  midwifery care, both at a local level (Guilliland & Pairman, 2010; Skinner & 
Foureur, 2010; Davis & Walker, 2013) and more globally (Lankshear, Ettorre, & Mason, 2005; 





relationships that can make it difficult to locate specific issues relating to midwives, because 
midwifery is  essentially tied up with other players in the tableau of maternity services 
(Skinner & Dahlen, 2015).  This status reflects the essence of  ANT which describes the 
interaction of groups of ‘actants’ who have sought to define their position within a 
complexity of networks (Callon, 1999; Ritzer & Ryan, 2011). I therefore felt that ANT could 
provide a useful lens for exploring  the non-linear pattern  that the associations within my 
data had identified and offer a framework that would facilitate insight into how midwives 
played into, or were affected by, the complexity in relation to other actants. This was a  
pragmatic response to dealing what felt like a wicked problem in terms of the complexity,  
albeit on a micro level.  
 
 
Objective and subjective actants within the network. 
I also reasoned, from what the midwives had discussed, that although  human relationships 
were viewed as instrumental in the perceived professional identity of the midwives, there 
were  other  significant entities that  were non-human in form.  These included, for example, 
policies and protocols, technologies, political ideology, and history.  The domain of midwifery 
is and always has been, fluid and dynamic.  Historically, midwifery has shifted from one 
position to another, from a state of autonomy to one of subjugation, and this reshaping has  
been influenced by the presence of a wide range of non-human objects (Ehrenreich & 
English, 1973; Donnison, 1988). These ‘objective’ actants  have been influential in how  
midwives viewed their world and have played an active role in the networks occupied by the 
midwives. Bennett (2009) asserts that  “humans need nonhumans to function more than 
nonhumans need humans” (p. 151-2). What this suggests within an ANT context, is that 
although humans instigate and mediate some of the actions of non-humans, virtually all 
human action is mediated by objects, not other humans. The texts, policies, legal documents 
and financial resources in the network play important roles. They  encourage stability, 
facilitate mediation between actants and enable the connection and maintenance of  groups 





manipulate meaning or to transform the elements that they are  supposed to be supporting 
within the network of relations (Oppenheim, 2007; Pyyhtinen & Tamminen, 2011).  The 
midwives referred to the impact of technology, for example, as a mediator with the ability to 
change things considerably within the system, whilst the impact of legislation had mediated a 
change that played into the hands of the midwives and gave them greater power.  
 
Issues of Power 
This leads into the third reason why I felt that ANT was an appropriate tool for analysis.  The 
issue of power, particularly patriarchal power is pervasive in contemporary midwifery 
practice in New Zealand/Aotearoa as it is in other western healthcare settings.  The existence 
of power relationships and the need to manage these disparities therefore is a strong theme 
within the literature associated with the sociology of midwifery (Edwards, 2004; Skinner & 
Dahlen, 2015). The vested interests of midwifery, medicine, obstetrics and institutions,  
compete to define concepts such as risk and safety within a range of diverse value and belief 
systems (Symon, 2000; Skinner & Foureur 2010).  The issue of power is also present in the 
relationship between the midwife and the women who access midwifery care.  The rhetoric 
of equality within what is deemed to be a collaborative relationship centering around the 
notion of partnership, is a central focus of  academic attention in midwifery in New 
Zealand/Aotearoa (Freeman, Timperley, & Adair, 2004; Pairman, 2005).  
 
 The work of Foucault on the construction of power, truth and knowledge has been  
frequently cited in midwifery research and used as a model for analytical purposes in many 
studies (Brown, 2002;Fahy, 2002; Surtees, 2003; Davis & Walker, 2013).  Although ANT  
shares a Foucauldian micro-sociological perspective, there are marked differences in the two 
approaches.  Foucault describes power as diffuse and omnipresent, something that is not a 
structure or a possession. The dispositif, is a term used by Foucault that refers to collection of 
institutions, groups and discourses that are viewed as disparate; they are not networked 
entities even though they do serve to create a state of normalization within a social context 
(Foucault, 1978). In ANT, power is created within a relational context  as the result of  the 
struggle for order within the network (Law 1992).  
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Within the perspective of ANT, the analysis of power becomes the study of associations. ANT 
is concerned with understanding how networks overcome resistance; reinforce their 
position; stabilise into a state of consistency; systematize juxtaposing elements; translate 
network elements; dissuade actants from pursuing their own interests; enrol new actants 
into the network;  grant  attributes and inspire actants; become progressively transferable 
and useful; and how they become functionally imperative (Callon, 1986a; 1986b; Latour, 
1996; 2005a; Law, 2007).  Power cannot be viewed as possession but as a consequence of  
the number of entities that are networked, and it is generated in in a relational and 
distributed way that results from ordering struggles.  Interestingly in his later writings, 
Foucault plotted an ascending analysis of power in order to explain how an event reaches a 
conclusion and then moves on (Foucault, 1980). In this light, Foucault speculated that power, 
far from being homogenous, was in fact networked (Pyyhtinen & Tamminen, 2011).  
The possibility of using ANT,  instead of the more obvious Foucauldian route, to follow power 
relations within the context of maternity care felt inciting and innovative. Through the lens of 
ANT, the connections between the actants influence outcomes such as power relations.  
Those who are powerful, do not necessarily ‘hold the power’ in an assumed manner, but they 
are able to enrol, persuade and procure the support of others into associations on terms that 
allow these initial actants to represent the interests of others (Latour, 2005a).  This seemed 
to offer an original and critical version of power that acknowledges actants and discourses 
and the differential scale on which power functions (Murdoch & Marsden, 1995).  I was 
surprised that  ANT had not been used more as a theory or analytical tool to explore and 
unravel  the complex threads of the networks occupied by midwives.   
Controversies within the Network 
Finally,  ANT  makes connections between controversies (Latour, 2005;  Venturini, 2010). 





arises (Coser & Larsen, 1976).  Dewey (1922) once described controversy as something that 
“stirs us to observation and memory. It instigates to invention. It shocks us out of our sheep-
like passivity, and sets us at noting and contriving. ...Conflict is a sine qua non of reflection 
and ingenuity" (p. 300).  This statement resonated and motivated me.  The actants cannot 
ignore each other and have to engage and the controversy ends when a compromise that 
enables things to return to normal or to re-establish in a different form. In ANT, controversies 
occur when the most heterogeneous of relationships are formed and they display the social34 
at its most dynamic (Venturini, 2010). New conflicts may emerge and old opponents become 
allies. Latour devised and taught a didactic version of ANT in the form of a system that he 
named the cartography of controversy (Venturini, 2010) . This practice involves taking a 
controversy and using different perspectives to explore the root and development of the 
controversy. The idea is not to come up with a solution for the issues, but to bring in as many 
actants as possible so that there is a strong range of perspectives to support decision making 
around controversial subject areas.  It theoretically allows for co-construction and sharing of 
a well-established history of controversy, from the fate of the ‘witches’ in the Malleus 
Malefacarum (Ehrenreich, 1973), to the  challenge of the male midwife in the eighteenth 
century (Shelton, 2012) through to the reported drunken debauchery of the lay midwives in 
Victorian Britain (Phillips, 2007).  In contemporary New Zealand/Aotearoa, there is a 
continuing  presence of controversy within the working lives of midwives, such as the filing of 
a court action claiming a breach of gender rules with regard to equal pay (Bayer, 2015) or  
the proposals to return newly qualified midwives to hospital instead of community-based 
practice (Ryan, 2016). ANT therefore offered a way of issue mapping within the framework of 
the cartography of controversy that could offer insight.  
 
A Degree of Uncertainty 
By its embracing of uncertainty, following the actants in their assembling of the social, and 
providing a way of making meaning from the mapping of controversy, ANT appeared to 
                                                     
34 In this context I refer to social in the manner of Latour who uses the word to refer to the “trail of associations 





provide a valuable analytical tool for examining the current landscape of midwifery practice 
in New Zealand/Aotearoa.  However in spite of  its appeal, there were factors that led me to 
question the validity of turning towards actor network theory.  From a philosophical position, 
the consideration of using ANT felt like a departure from the feminist stance that I had 
initially fostered within the methodological framework of PAR.  PAR is a social research 
practice guided by the principles and values of participation and empowerment (Kemmis, 
McTaggart & Nixon, 2013). It holds a philosophy of inclusivity and the value of engaging in 
the research process is seen to benefit the users and the stakeholders of the research(Cargo 
& Mercer, 2008). ANT demands a more recursive approach where the intention of the 
researcher is to explore the changing nature of the relationships and associations 
(Greenhalgh & Stones, 2010). Inclusivity is not a given and entities who do not contribute to 
the network are duly excluded.  However, it can be argued that PAR does interconnect with 
ANT as it is a way of making meaning from a specific social world by working with the actants 
who inhabit it in order to explore, construct, and develop theories that can become shared 
theory as a result of the combination of different frames of reference and expertise of the 
participants (Rhodes, 2009).  Andersen et al. (2015) suggest that participants in any form of 
action research are network configurations anyway, which would invalidate such concerns.  
Lastly,  as ANT allows for diversity in its application, PAR is  equally diverse with its  methods 
and uses  a pluralistic epistemological approach (Reason & Bradbury, 2006). This flexibility 
should allow  for articulation and even fusion between the two.   
 
Feminism and ANT   
Feminism and ANT also appear to represent conflicting theoretical and intellectual traditions 
that  have the potential to challenge each other on many fronts.  The movements emerged 
from historical, political and intellectual traditions that are markedly different.  Feminist 
scholarship evolved from a socio-political tradition that was primarily focused on eliminating 
gender inequality and was built on the theoretical  traditions of  Marxism, existentialism and 
psychoanalytical theories.  ANT developed primarily from the post-structural and 





basic social factors as gender, race and class which they claim renders it impotent in any 
endeavor  to challenge the power of patriarchy, racism and oligarchy (Harding, 1987).  
 
However, comparisons are to be found between the two. Like ANT, feminist theory is 
extremely diverse. It is made up of many distinct empirical, theoretical and methodological 
approaches.  It is not in any way shape or form a ‘unified’ tradition of thought and practice 
(Quinlan, 2014).  Some feminist theorists, for example, have drawn heavily on post-
structuralism and constructivism (Mohanty, 1988; Haraway, 1991; Butler, 2004).  
Additionally, feminist scholars have explored the place of ANT within a feminist research 
context to see if a fusion of  theory is practicable and indeed useful. In spite of her criticism, 
Harding (2008) still acknowledges that that feminist scholarship and ANT may learn from one 
another.  Cyborg theorist Donna Haraway has openly acknowledged that actor-network 
theory has been liberating for her, particularly in relation to the argument that agency is not 
necessarily a trait specific to humans (Penley, Ross, & Haraway 1990). In response, Latour has  
stressed that a  hybrid socio-technical status bridges the relationship between humans and 
non-humans. This is a viewpoint that strongly identifies with the cyborg society portrayed by 
Haraway.  Additionally, in spite of the fact that ANT has been criticized for its disregard of 
gender (Wajcman, 2000)  and its propensity for creating power inequalities (Star, 1990)  it 
could be argued that the multiplicity of entities involved in a network provides the potential 
to both identify and address gender issues that may have been masked in other research 
contexts.  
 
ANT and Sustainability 
ANT possesses an additional focus within the milieu of my study because it can be argued 
that it is well sited within the context of sustainability (Newton, 2002). It articulates with the 
concept of ecologies, and can be used to expose factors that may impact on or even 
obliterate ecosystems (Bennet, 2004). It offers us the opportunity to rethink our involvement 
in the world as human beings by acknowledging that we impact on non-human actants and 
that they impact on us.  The paradigm of sustainability can challenge deep-seated elements 





governed by technological advancement and  globalization alongside shifting demographic 
patterns and the threat of climate change, means that past events and ways of doing and 
being cannot be assumed or applied. (Garrety, 2013; Latour, 2010;  Law & Hassard 1999).  
Latour (1993) argues that science and politics have never been separate.  For example the 
extent of  climate change or the question of when human life commences, leads to the 
unavoidable politicizing of scientific territory. 
 
 
ANT as a tool for analysis 
Having introduced ANT in some depth, it would be judicious to return to the consideration  of 
the applied use of ANT as a tool for analysis of the data which I introduced in the last chapter.  
I have to acknowledge that I did have some initial concerns.  My methodological choice of  
PAR meant that I was already an active member within all of the collective groups of 
midwives and that  I had played an active part in the process of data gathering.  This decreed 
that I was an actant  in the network myself as a researcher/group member, albeit standing  
slightly apart from the group (Sheehan, 2011). I was unsure how this would work in practice 
with ANT.  The no a priori principle of ANT left me concerned that over-familiarity with the 
field could prove to be a barrier by preventing me from really hearing what my colleagues 
had to say.  
 
I could rationalise a response to these concerns.  I recognized that the situation required a 
reflexive approach that would enable me to critically analyse my own position. An awareness 
and acknowledgement of my own social and ideological location influenced by my 
biographical characteristics such as my class, race and gender remained important in a 
relational sense (I. Hay, 2015). Additionally, insight into my own formative experiences, 
including my insider knowledge of the world of midwifery, were significant with regard to 
how I would relate to the findings of the research from this new perspective. Reflexivity has 
been described as a natural component of ANT as reflexivity is relational and the 
fundamental principle of ANT is relationality, which should have ameliorated my concerns. 
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However, although the use of a reflexive approach offered some solace, it did not feel 
enough of a compass to guide me. I knew that I had set out to be my authentic self in the 
relationships with the midwives and had considered my insider/outsider status as discussed 
earlier in the chapter. I justified that my presence in the research network formed a 
relational aspect within the ANT process and accepted that this may have had an effect on 
how data were structured, but in spite of this rationalization, I still felt  lost on the edge  of 
the network without a map to guide me.  
I returned to the literature to explore further how I could make the process fit within the   
dynamic and live context of my study and emerged reassured. The realisation that ANT 
should really be considered as a “set of sensitivities” rather than a “narrow set of fixed 
principles and applications” (Müller, 2015, p. 66) helped in that reassurance.  The ‘post’-ANT  
approach fostered by Annemarie Mol was  also helpful by advising, “do not think of it [ANT] 
as a scheme or a system, think of it as a kaleidoscope” (Mol, 2010, p. 61). Mol also advocates  
that neither the researcher or the researched need to be neutralized for new knowledge to 
be generated.  The researcher is able to interpret understanding obtained through 
scholarship and empirical study whilst simultaneously functioning  within the network 
alongside the other actants (Mol, 2010).  ANT is an active and transformative entity learned 
in practice from those other players in the field and a fundamental principle of ANT is that 
the presumptions and categorizations of the researcher should not be permitted to  control 
the descriptions generated.  Gad and Jensen (2010) write that “the researcher must be open-
minded with respect to what counts as observation, and careful in description because local 
actants, in the first instance, are believed to know their own practices best” (p.76 ).  I was 
able to return to  the analysis with a renewed and enhanced understanding of ANT and as a 
result  I was able to include what I feel to be a pertinent ANT led approach with reflexive 
translations of my findings.  





The other valuable support that I found in the literature was a framework in the shape of  the 
four questions posed by feminist ANT proponent Quinlan (2014) that helped to provide a 
smooth access route into the data from the perspective of ANT. The questions are as follows: 
 
1. Which actants should we follow?  
2. Where do we start the analysis?  
3. What can we see when we begin to follow the actants?  




During the course of the project, ANT  served as both an analytical tool and a theoretical 
framework for the study. Although feminism continued to inform the project development 
with a focus on power and gender issues,  ANT took on a central role as a “diaspora that 
overlaps with other intellectual traditions”. (Law, 2007, p. 2)  In ANT the theory is embedded 
and extended in empirically grounded practices and this application was vital in the progress 







Chapter 5. Following the Actants  (1) - A Historical Journey 
Introduction 
In order to understand the present, we must trace the paths taken from the past. This means 
that we are less likely to introduce assumptions about the linear nature of history.   My 
analysis using ANT will therefore begin in the midwifery stories of  yesteryear. Marland and 
Rafferty (2002) debate that the history of midwifery has frequently been presented as  a 
“moral fable in which midwives struggle towards or from the teleological goals of increasing 
technology, the hospital and the professionalisation of childbirth”, but they go on to state  
that “more subtle forces are at work”(p. 3).  I was interested to know what these other  
forces might be and I turned to ANT and Quinlan’s questions introduced in Chapter 3, to 
assist me in this endeavour.   
 
 
Using Quinlan’s Framework 
Which Actants to Follow? 
In response to Quinlan’s  first question, which actants should we follow, perhaps not 
surprisingly, the central actants  that I chose to follow in the network were midwives. I 
recognize that I have a significant affinity with the area of my research, as a midwife, and I 
appreciate therefore that this decision could be levelled as a subjective one; that is one of me 
imposing the worldview of myself as researcher on the analytical process.  As determined in 
Chapter 4 ANT requires a high level of reflexivity on the part of the researcher  (Cowan, 
Morgan & Mcdermont, 2009; Cresswell, Worth & Sheikh, 2010; Sheehan, 2011). Additionally, 
I have stated my positionality at length in Chapters 1, 2 and 3 and I fully  acknowledge that 
this is one world view of many that might be extrapolated from the network.  Action does not 
necessarily originate in the actant that is seen to act. Action is the consequence of the 
actions (or translations) of other actants that may be co-located in time and space with the 
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entity followed or may result as a consequence of events that are distant in time and space 
(Latour, 2005a). Feminist critics have claimed that ANT focuses on the voices and interests of 
the powerful within a network, suggesting that midwives are an oppressed group (Star, 
1990). Certainly from a feminist perspective, midwives have at times been presented as a 
marginalized and oppressed group (Kirkham, 1999; Lay, 2000; Mander & Fleming, 2002: 
Cooper, 2011; Yuill, 2012) However, it would be fair to say that this could not be said to be 
the case in New Zealand/Aotearoa where midwives have taken a centre stage position; that is 
not to say, however, that patriarchal attitudes do not still prevail (Simmonds, 2011).  Star 
(1990) challenges ANT researchers to pay attention to the marginal actant and to assess what 
happens to the actor-network as a result. By using ANT and following midwives I hope to 
achieve what Latour (2005) describes as granting a group “ the ability to make up their own 
theories of what the social is made of” ( p. 1). 
Starting the Analysis 
It  is advocated that we are all products of  our unique historical and cultural backgrounds 
and that our past informs our worldview both individually and collectively (Moon, 2008). The 
past offers an extensive evidential base for the review and analysis of how societies and 
communities and groups within it function. History can also help to trace the development of 
identity (Liu & Hilton, 2005), which is a key feature within the analysis of my study. Historical 
data can provide the key to how groups were formed and how they have evolved from a 
genealogical perspective (Liu & Hilton, 2005). The way in which a group represents its history 
will shape its sense of identity by acknowledging a sense of what it has been, what it is seen 
to be now and what it is felt that it  should be.  Such representations influence the way that 
groups relate to other groups and to current socio-cultural and political issues (Liu & Hilton, 
2005).  Defining the group within a contemporary context diminishes this when compared 
with the opportunity of crafting an understanding of identity based on a rich historical past 
(Moon, 2008).  However, this line of reasoning is countered by Correia and Rosenkranz 
(2015) who consider that starting in the present and looking into the past may lead to bias 





In response to this latter argument, the tool of reflexivity is offered as a counterpoint. My use 
of a reflexive approach  is considered  at length in Chapter 3. The use of  reflexivity as a tool 
for establishing the contextual environment is of particular significance when undertaking 
analysis of secondary level data such as historical documents and reports (Moon, 2008). 
Unlike my position as insider/outsider in the contemporary world of the focus groups, I found 
myself the outsider/insider when it came to looking back to the world of my forebears, in the 
form of the midwives of the past. Although I could theoretically relate to many of the 
practices of the women who had come before me, there was a sense of studying the 
unfamiliar, which can be a “barrier to identifying disguised and subtle expressions of themes” 
(Berger 2015).  As a quasi ‘stranger’ to many of the historical cultures under scrutiny, I 
needed to consider how my contemporary values and beliefs could influence my 
interpretation of any given historical situation.  It is additionally argued that ANT can be 
utilized mindfully as a tool for enhancing reflexivity by following the actants and allowing the 
data to determine the analysis  and the direction of the research (Sheehan, 2011). Ruming 
(2009) suggests that the researcher is also an actor in the network by virtue of researching 
the network, such is the dynamic process of ANT.  By using a reflexive approach in ANT 
terms,  it is possible to negotiate the relations and relationships that present in the 
exploration of the historical landscape.  This is not simply a matter of gaining insight in to the 
dynamism of the relationships under observation but also the  discursive socio-cultural 
exchanges, which may offer  greater insight into positions within networks.  Latour (1996) 
describes reflexivity within the context of ANT as such: 
Reflexivity is not a “problem”, a stumbling block along the path to knowledge, the 
prison in which all enterprises would be locked, it is the land of opportunity at last 
opened for actors. (p. 13). 
 
Following the Actants 
The third question that Quinlan asks is, what happens when we start to follow the actants?  
As identified, I decided to begin by following the actants in a temporal sense, by exploring the 
history of midwifery. The historical context can offer a rich foraging ground in relation to the 





consider such analysis without including an evaluation of past events. I will therefore 
endeavour to provide a  historical interpretation, in order to locate the development of 
midwifery practice within the context of ANT in both temporal and spatial terms. My aim in 
doing this is to situate the contemporary ‘professional’ position of  midwifery in New 
Zealand/Aotearoa. I will discuss the construct  of professional identity which can briefly be 
described as the professional self-concept of the individual based on their attributes, values, 
beliefs, and experiences (Ibarra, 1999; Slay & Smith, 2011) in greater depth in Chapter 6.  The 
historical context is never easy to validate as reliable evidence may be limited, biased  and 
difficult to authenticate.  As a result it can be speculative and therefore open to 
misinterpretation and this applies to the history of midwifery as much as other areas (Allotey, 
2011). In ANT, Latour invites us to utilize a number of features that enable us to transport 
data from other times and places to trace the actants of that time and place. One such 
feature is the  immutable mobile (Latour, 1987b; 1992; 2005a). This is a technique that 
enables the assembling data about events or things from the past without the need for the 
object itself to be present.  Documentation such as historical records can be used to facilitate 
the transport of data across temporal and spatial terrain. However, this thesis is not primarily 
concerned with historic research, and the analysis  of primary historical data in the form of  
archival records, letters and diaries will not be undertaken.  I will instead be drawing upon a 
range of  reliable sources in from the available literature in an attempt to  make meaning 
from the networks of action from the past that provide the backdrop to current midwifery 
practice and its perceived issues.   
Finally the historical landscape offers an opportunity to reveal the narrative of midwifery. 
Law (2007) is emphatic that ANT is an approach that is limited as an abstract concept, and 
strongly  grounded in empiricism. “Knowledge lies in exemplars and words are never 
enough”(p. 2).  The use of ANT within a historical context therefore can provide a means of 
telling stories of complexities and multiplicities (Law & Mol, 2002) and the history of 
midwifery is rife with such. The chronicled history of midwifery has a temporal scale of 
millennia, but midwifery as a profession only has a temporal scale of  decades. For many 
centuries, the networks of midwives have been reportedly constructed, deconstructed and  





reconfigure identity on numerous occasions in order to survive as an entity.  These network 
changes are part of the history that has contributed to the current professional status of 
midwives in New Zealand/Aotearoa.  For ease of purpose, I have chosen to primarily work 
with a chronological approach in order to introduce the networks of midwifery from a variety 
of  ages past. Although I recognize this to a be a linear approach, that may feel at odds with 
the networking processes of ANT,  I will narrow things down by introducing a variety of 
networks within this chronological framework.   
 
 
What about the Politics?   
A Masculinist Socio-cultural Context 
The final question posed by Quinlan is “What about the politics?”   A  literature review of  the 
history of midwifery soon reveals that it is associated strongly with the concept of patriarchy 
and frequently viewed from a feminist perspective ( Donnison, 1988;  Papps & Olssen, 1997; 
Fleming, 1998; Banks, 1999; Lay, 2000; Bannerji, 2001; Surtees, 2003; Biggs, 2004; Phillips, 
2007; Guilliland & Pairman,  2010;).   It has been convincingly argued that midwifery has been 
situated within a masculinist socio-cultural context for millennia (Davis & Walker, 2010).  
Issues relating to power relations and gender are rarely far from the central focus in any  
academic discourse relating to midwifery and this applies to the analysis of the historical 
narrative of the profession as much as analysis of contemporary practice.  For many centuries 
it has been argued that midwifery has reflected the gendered power relations of a 
masculinist socio-cultural professional context (Pringle, 1989). A feminist approach involves a 
starting point around the oppression and marginalisation of women and others who have less 
power in society.   In  feminist standpoint theory, for example, the oppressed groups would 
be able to view the processes that lead to oppression in a way that more privileged and 
generally patriarchal groups, are unable to do. This viewpoint has been referred to as ‘looking 
from below (Harding, 2008). However, it is countered that by using ANT, the researcher is not 
limited to  a perspective from below and that being marginalised can privilege the researcher 





itself can become, for some time at least, stable and cohesive. Additionally, making 
assumptions about who or what is a marginalised group is making a priori decisions about the 
status quo of that group, whereas ANT is about following the actants within the network 
without a priori assumptions (Latour).  Law (2012) points out that philosophical standpoints, 
epistemology and ontology are treated as “a source of  possible insights” that inform analysis 
rather than guide it.  He continues by saying that if we do this then these conceptual matters 
become “a set of specificities, a collection of possible resources, an aid to thinking and a set 
of sensitising suggestions.” (p.5 ). 
 
Challenging the hegemony of patriarchy 
 There are many accounts of historical instances where midwives  have challenged the 
hegemony of patriarchy. The Athenian, Agnodice, is reported to have battled with male 
physicians to establish women’s rights to support reproductive health and childbirth in the 
networks of ancient Greece.  Agnodice, commonly referred to as the ‘midwife of Greece’, 
along with a small number of  other women is alleged to have been allowed access to the  
School of Medicine established by Hippocrates. Here they learned about matters pertaining 
to female reproduction. After the death of Hippocrates, other doctors discovered that 
Agnodice and her peers held knowledge about inducing abortion and contraception. Fearing 
such knowledge, the authorities introduced the death penalty for any woman found 
practising either medicine or midwifery. Agnodice fought back by taking on a male identity 
and thus went on to prove that women were as capable if not more so than male doctors at 
ensuring safe birth practices and that women preferred to be under the attendance of a 
woman to a man during birth (Towler & Bramall 1986; Phillips, 2007).  Seventeenth century  
English midwives such as  Cellier and Sharpe, who will be discussed in greater detail later in 
the chapter, were impassioned and articulate activists, who attempted to ensure that women 
held  their position in the birthing room by exposing contradictions and instabilities in the 
existing system (Phillips, 2007). However, in these cases, as in other historical episodes 
populated by midwives, by assuming marginality and neglecting to explore the networks 
where these midwives were located, we are losing an  opportunity to see why marginality has 





polarize feminism and ANT in the historical context. Rather I see them as complimentary 
approaches that may help to offer some alternative perspective.  
  
As a woman and midwife, I hold an ontological perspective that is strongly aligned with 
feminism and for all of the reasons outlined in Chapter 1,  I firmly define myself as a feminist. 
As I established in the previous chapter, feminist research methodologies and ANT can be 
synergistic. This appreciation however, does  require the researcher to become more 
circumspect and this is aided by an attitude of curiosity and a reflexive approach.  Feminist 
theory and ANT both draw attention to important dimensions of historical interpretation, and 
using an ANT lens may support or even enhance that of feminist  viewpoints on the 
positioning of midwives in history. 
 
The world’s oldest caring profession 
Midwifery is an ancient  tradition that long pre-dates contemporary definitions of a 
‘professional’. Women have relied on other women to help them birth for millennia and 
midwifery is commonly referred to as the “world’s oldest caring profession”  (Davis, 2004; 
Teijlingen, Lowis, McCaffery & Porter, 2004).  Pre-historical societies were seen to revere the 
feminine including  female reproduction and in particular, birth (Towler & Bramall, 1986).  
Within  ancient ‘networks’ where nature was honoured and natural forces deified, the binary 
perspective of human and nature as separate entities would not have been prevalent (Kay, 
2014). Women were viewed as having a particularly strong affinity with nature and the word 
“mother” is still used in many cultures as a referral to deity such as Pachamamma in Inca 
folklore  and Papatūānuku in Māori  tradition (Selin, 1997). Consequently, it could be 
imagined that the birth attendant/midwife would generally have been viewed as an 
esteemed and respected member of  her35 community/network.   Traditionally in nearly all 
                                                     
35 I use the gender related terms ‘her’ and ‘she’ figuratively as it would seem that although the majority of  birth 
attendants were and continue to be women, there are some accounts of male birth attendants in some cultural 
settings throughout history. Towler and Bramall (1986), for example, suggest that men were frequently birth 
attendants until about 6000 BC and men were recognized as active participants in some Māori iwi (Best, 1906). 
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societies, the representation of the midwife is that of a village woman who learned her trade 
by attending the births of  family and neighbours within the immediate community and skills 
and knowledge were handed down inter-generationally  (Towler & Bramall, 1986; Papps & 
Olssen, 1997). There are exceptions, the Hittite midwives for example, who were members of 
a Bronze age civilisation, gave midwives the status of ‘high priestess’(Bryce, 2002). In either 
case, village woman or high priestess, the role of midwife has been traditionally cast 
alongside that of healer, a role that has been reported to include the activities of a 
counsellor, herbalist, pharmacist, abortionist and others (Garratt, 2001). Midwives have even 
been referred to as the ‘people doctors’ because they did not have formal education but 
were recognised as having their own body of knowledge in regards to healing and birthing 
(Ehrenreich & English, 1973).  Interestingly, this notion of an inclusive and clearly defined 
ontology is something that contemporary midwifery is grappling  to achieve, whilst managing 
an eclectic body of knowledge, that has been ‘loaned’ from a range of  disciplines ( Lane, 
2002; Davis-Floyd, 2014).  
However, although archaeological artefacts have been presented to offer a sketchy history of 
childbirth in prehistory, the availability of evidence from this era is in fact extremely limited 
(Beausang, 2000). It has therefore been argued that our knowledge and understanding of 
early childbirth and the role of the midwife is romanticized and mythical and that the  
simplified vision of the  early role and work of the midwife is mere conjecture (Eller, 2011;  
Radcliffe, 1947). We do know however that the networks of the early midwife would have 
been very local, comprised of those within, or who interfaced with, the tribe or village of the 
actants, even when the actants were nomadic tribes people. ANT theorists have made the 
point that networks are non-distinguishable as micro or macro, global or local. Networks 
regardless of size, time or place introduce elements from other places and times and these 
can never, logistically, be fully visible to either actant or researcher (Oppenheim, 2007b) .  A 
small localised network can prove to be as complex as a large globalised one and therefore  
networks can seldom be assumed to be simple.  Latour (1999) cited in Müller, (2015a). 
argues that contexts flow locally through networks and all networks are made up of local 








Feminist historical accounts of the medieval period present the midwife as a subjugated 
member of society who was prevented from becoming medically qualified (Garratt, 2001) 
and deterred from gaining the professional standing that the male physician was able to 
enjoy (Ehrenreich & English, 1973).   Ehrenreich and English state that midwives were 
subjected to oppression and discrimination by agencies and institutions that served to 
exclude them from the early prototypes of professional education and organisations. For 
example, midwives were forbidden from access to the emerging institution of the university, 
and this excluded them from formalizing their position within the realm of medicine. The 
apprenticeship model of midwifery could possibly have justified its presence within the 
emerging trades’ guild  movement36  during the 13th and 14th centuries. However, midwives 
as a group were barred from entry of the organisations, although a few gained entry under 
the auspices of the barber-surgeons37 collective (Towler & Bramall, 1986).  The Roman 
Catholic Church was an active participant  in much of this opposition, as was the State38 
                                                     
36 Trades guilds were organisations established to regulate craft production in Medieval Europe. They were 
different from trade unions, as they represented the interests of both craft-masters and less skilled workers 
whereas modern unions emerged to serve the interests of the workers (Ogilvie, 2011).  
37 Barber –surgeons were ‘tradesmen’ not doctors. They were adept in the use of using instruments for a variety 
of purposes (Towler and Bramall 1986). The Barber-Surgeons had originally been a London Livery service. The 
two functions eventually separated into clearly differentiated trades by the mid-18th century  
(Schnorrenberg, 1981).  
38 This resulted from a number of  events occurring  in Medieval Europe including the introduction of new 
political structures such as feudal monarchies; new agricultural practices that allowed for a surplus of food 
leading to population growth; and increasing urbanization.  The migration from rural to urban setting led to an 
emphasis on movable property and the introduction of  the need for contracts and the resolution of disputes 
which initiated a reliance on written law.  The study and practice of Canon or Roman Law was encouraged by 





which was synonymous with the Church at this time. The Church governed the universities, 
who ran the medical schools and many doctors were therefore clerics. The Church was also 
influential in the establishment and administration of the trades guilds (Ridgway 2002).  They  
appeared to represent a world that was increasingly taking on a regulatory purpose and a 
sense of civic/ecclesiastical coalescence and order.  Powerful religious ritual and ceremony 
are intermediaries that circulate through a network and perform certain functions (Ritzer & 
Ryan, 2011). In the medieval setting under scrutiny these were used to dictate the allocation 
of power and control.  
 
The tradition of Churching 
The tradition of ‘churching’ after childbirth  is one such example of how such entities within 
the network of childbirth functioned, in ANT terms, as mediators, to retain control over 
birthing women and in doing so constrained the activity of midwives and the development of 
midwifery.  From the 11th century or thereabouts, following childbirth, the mother was 
confined for some forty days (and for longer if she had borne a daughter) within her family 
home and was forbidden from appearing in public until she had received a blessing from the 
local clergyman to ‘purify’ her (Cressy, 1993).  Midwives conversely, were associated with  
the unpredictable natural world (in the form of childbirth), a domain  that juxtaposed with 
the ‘morally superior’ male cultural activities that were offered within the church and 
universities. ( Spretnak, 1996; Merchant, 2006). The physical experiences of birth and 
lactation were construed as feral and erratic (Griffin, 1978). This position did not align with 
the prevailing desire to construct a sense of orderliness and control on the part of the church 
and state.  
 
Granting of Privileges 
                                                     
freedom from feudal rule. As a result of these and other less significant but nonetheless important factors, the 





From a feminist perspective, there is little question that the Christian religions held a strong 
and hold over communities, including midwives. Some theorists propose that  the granting of 
privileges to midwives, such as education and licensing39,   served to provide greater  control 
on  the part of the church  (Ridgway, 2002; Teijlingen, Lowis, McCaffery & Porter, 2004). It 
was a means of ensuring that the patriarchy were able to use monitoring and surveillance for 
a group of women who wielded power within their communities.  The reality remained that 
the blame for the fragility of  the human condition was still firmly pinned onto women. The 
opposing positions of the two women that Christianity used to shape ideas about birth 
namely Mary the mother of Jesus and the mother of original sin, Eve, served to cause conflict 
and confusion in the minds of the fatalistic God fearing medieval communities around the 
matter of childbirth.  In countering the claim that churching of women was an act of sanctity, 
it has been claimed that it was actually a ritual focused on the impurity and sin of women 
who need to undergo spiritual cleansing in order to purge them of the effects of pregnancy 
and birth.  It therefore reinforced a focus on sin and contamination can be seen to date back 
to the ‘original sin’ of Eve in the Christian tradition (Niebrzydowski, 2011). 
 
Insertion of the divides 
 Avoiding the insertion of divides  is how Latour (1987) describes “insertions in continuities 
that make the subject appear mysterious and without origins”(Bonner, Chiasson & Gopal, 
2009)  One such form of divide is the rhetorical separation of humans (subjects ) from nature 
(objects) where humans are separated into distinct and separate units that are allegedly able 
to function independently of other actants as a result of their activity (Banks, 1999).  
According to feminist scholars, the ecclesiastic and academic worlds used the divide between 
‘order’ and ‘untamed’ in order to position midwives as capricious and in need of taming 
(Garratt, 2001). Midwifery was thus largely denied a place within the network of church, 
universities and guilds.   It seems that the attempts of midwives to enter this patriarchal 
                                                     
39 In England the midwife’s duties were incorporated into the oath she swore under the licensing system 






network at some level, be it academic or as a trades guild, led to activity within the network 
to quell this possibility.  
 
Chains of association 
Actor-Network Theory offers the researcher an opportunity to view  a plurality of  
perspectives and a complexity that can belie a more focused perspective.  Chains of 
association are used as a way of dissolving the nature/culture division, which helps to 
mitigate against a  reliance on a binary approach. The resulting ‘translation’ and the 
ostracizing of midwives would suggest that other (patriarchal) actants were united by 
‘enrolment’ to support their individual and diverse aims. However, whilst following the 
midwives and focusing on chains of association, alternative constructions begin to emerge 
and take shape.  There are many aspects of historical evidence from this period that would 
demonstrate that  the positioning of midwives  within the medieval networks of  Europe was 
not strictly one of marginalization at all times by any means. In relational terms there were 
stronger and weaker links in the chain.  Midwives can be seen to have held respect from their 
communities and were even provided with kudos by the Church (Goldsmith, 1984).  Many 
midwives served their communities in what can be termed as a semi-official capacity, and 
this was rewarded by special privileges such as a tax exempt status within their community 
(Minkowski, 1992).  It would seem that the barring of midwives from the patriarchal 
organisations such as the Church and the Guilds were matched by the prohibition of men 
including doctors from the birthing environment which was seen exclusively as women’s 
territory and the only secular space that men could not inhabit (Beausang, 2000).  Although it 
is suggested that the doctors who were emerging from the newly formed universities at this 
point in history were not interested in childbirth and would not have viewed it as a medical 
area of interest anyway. Medicine for them was an intellectual pursuit  whereas birthing 







Notwithstanding, midwives also could claim to hold a unique body of knowledge that by 
contemporary standards would suggest an understanding of how the body worked during 
labour and birth. For example, Medieval midwives seemed to understand how best to 
facilitate birth by introducing technologies such as birthing chairs to aid their craft (Fee, 
Brown & Beatty, 2003).  In addition to their herbs and other folk medicines, they used 
intermediaries in the form of semi-precious stones such as jet stone and amulets, and prayer 
rolls40. Far from being viewed with disapproval by the Roman Catholic Church, these entities  
which gave comfort and support to women in labour were viewed as ‘gifts from God’, natural 
objects with special properties. They did not hold demonic agency, but were accepted as a 
form of natural magic.  ANT works on the precept that many relations are both material and 
semiotic and these material objects represented influential signs and symbols that were 
interpreted by the receivers (Shiga, 2007). Midwives believed that if their practical help did 
not work then God would step in and assist and therefore incantations, prayer and religious 
images played a significant role in the toolkit of the medieval midwife. Faith was used as a 
means of overcoming fear. Perhaps most surprising of all is that, because of the strictly 
female code of the domain, midwives were granted the right to surgically remove a live fetus 
from a dead mother.  They were also the only lay members of  society to be granted the right 
to  perform the sacrament of baptism for a baby who was not expected to survive for long 
following birth.  (Marland & Rafferty, 2002).  This can be viewed  as a pragmatic move on the 
part of the church, where the fatalistic reality was that almost half of all babies would reach 
childhood and the need to ‘save their souls’ was of paramount importance to society.  
Nonetheless, this  sanction granted midwives a unique societal status. With regard to the 
ritual of  churching of women, some writers have claimed that the separation of women from 
her community during the perinatal period has universal application41, and that the practice 
40 Prayer rolls were manuscripts that contained biblical visual images and verbal inscriptions. 









The Burning Times 
According to Ehrenreich and English  (1973), the midwife as an ‘agent of reproduction’ was  
stated by many clerics in the Christian tradition to be contaminated by association, with the 
‘sinning’ of women resulting from the actions of Eve.  As a result, between the late 15th and 
17th centuries midwives and women healers became the target of witch hunting. (Towler & 
Bramall, 1986) The infamous historical period, sometimes referred to as “The Burning Times” 
(MacOg, 2013), offers an illuminating historical expression of the ANT translation concept, as 
developed by (Callon, 1986b). It illustrates how the role of  both subjects and objects within a 
network translate the concept of agency as less a fixed property of certain agencies to 
become  more of a distributional process “through which knowledge and action come to be 
embodied by a collective of humans and artefacts” (Shiga, 2007, p. 40). 
In the problematization element of the translation process, one of the actants makes itself 
indispensable to others by using a variety of strategies and devices of interessement42.  There 
are any number of reasons why this should take place, for example, in order to build a power 
base, or as an attempt to secure the place of the actant who feels under threat within the 
network.  Strategies used may include, persuasion, force and even seduction, but the 
important point is that these approaches are used to engage, coerce or cajole the other 
actants into the programme of action.  It has long been propositioned  that the persecution 
of midwives as witches was instigated and executed by the Roman Catholic  Church. It is 
claimed by the clerics that midwives were performing morally questionable acts such as 
examining unmarried women alleging rape, or supporting women accused of attempting to 
                                                     
42 The interessement phase of a translation process, is  synonymous with the word 'interposition'. It is the phase 





end their pregnancy, or of committing infanticide, and this held them personally to moral 
account by the Church.  (Purkiss, 1996).  
 
A crisis of faith 
 In fact, it is highly unlikely if not impossible that the Church alone could have taken action 
against midwives.  A crisis of faith was sweeping Europe, a crisis that had emerged as a result 
of the social impacts of a series of famines and plague and even more significantly, from the 
bourgeoning Protestant religious movements which served to threaten the position of 
Catholicism as the incontrovertible moral authority (Ehrenreich & English, 1973).  It is 
therefore argued that the Church had far less influence over the witch trials than was 
commonly believed (Harley, 1990; Briggs, 1998).   The moment of  problematization, the 
recognition that the ‘witches’ could deflect from a church in crisis, occurred at a time when 
profound social and economic dislocations were taking place amongst the small scattered 
fiefdoms as Europe moved towards larger and centralized ruling units (Minkowski, 1992). In 
addition, the  European Reformation43 was leading  the way for marked societal change. At 
that time the Roman Catholic Church was still able to mobilise significant economic, social, 
cultural and religious authority  by  decreeing who was a witch, and then to offering to 
counter the harmful influences of witch craft.  The fear of witch craft and supernatural 
powers created a perceived threat to the other network players such as the courts, the 
nobility and the villagers who had used the services of midwives.  Their  fear encouraged  
allegiance to the actant that they believed could deal with the problem.  This was effectively 
a way of dealing  with both the dissident group and the perceived threat (which may have 
been considered a real threat) simultaneously.  By persuading the others, that these women 
                                                     
43 The Reformation was a sixteenth century movement from which the protestant churches originated. The 
Reformation is one of the most profound processes of change in Europe of the sixteenth century. Intense 
criticism of the Church of Rome led by the pope resulted in various reformation currents and the formation of  
several Protestant church reformations. The critical views of the religious sphere deeply impacted the spiritual, 





were in fact witches and held supernatural powers, the primary mover won the attention and 
increasingly the support of the other actants.   
 
Neighbourly disputes 
Interessement is the ‘locking in’ or gaining the interest  of the other actants in the network. 
This stage is followed by enrolment where the midwives are ostracized and a galvanizing  of 
the collective strength of the other actants ensues. The greater the perceived magnitude of 
the threat, the more powerful the reformed network becomes and the greater stability it 
achieves, for some time at least (Krieger & Belliger, 2014).  The importance of the enrolment 
of the other key actants in the network cannot be understated. For example, most courts 
were secular at the time of the trials and so the Church would have needed the commitment 
of the judiciary system.  Briggs (1998) argues that the witch hunts were frequently local 
events instigated by neighbourly disputes more than for religious ideology, but again, the 
initial problematization, interessement and enrolment ensured that there was unification. In 
the case of the burning times, all of the actants came together, the church in crisis, social 
disputes around land rights, and the development of the printing press.   
The Malleus Maleficarum 
Actants can become powerful or vulnerable through the introduction of inanimate objects 
that serve as subject extensions.  The introduction of the early printing press delivered  a 
potent actant into the network. (Dolan, 2013). The Malleus Malefacarum44  printed in 1486  
was a treatise on the prosecution of witches that stated that  "No one does more harm to the 
Catholic Church than midwives" (Kramer & Sprenger (1486) quoted in Banks, 1999; p. 30). 
The introduction of printing at this time indisputably helped to shape and disseminate the 
targeting of midwives as witches. The process of translation tends to simplify entities by 
                                                     
44 The Malleus Maleficarum was written by two eminent ecclesiastical scholars in 1486. The treatise was 
condemned by the Catholic Church in 1490 but the invention of printing in 1455 by Gutenberg, just as the 
fervour of witch hunting was mounted, enabled the dissemination of the Malleus Maleficarum throughout 





creating associations and Callon (1986) suggests that if a translation is successful then the 
principal actant, who initially instigated the action, “speaks for others but in its own 
language” (p.26 ).   
 
It has been  argued that the focus on midwives detracts from the belief  that many of those 
executed were not midwives and that many were men (Briggs, 1998). Additionally, the 
estimated numbers vary from tens of thousands to over a million women over a period of 
two or more centuries (Purkiss, 1996). Some critics go as far as to suggest that the ‘holocaust 
of women’ is a fabrication of  radical feminism (Reid, 2006). Nonetheless, in spite of 
incomplete verification, there is evidence to suggest that midwives were specifically targeted, 
in some cases by the church, and were brought to trial and were punished as a result 
(Purkiss, 1996).  Harley (1990) suggests that the true history of midwifery has been deflected 
by the ‘midwife as witch myth’ that he argues is an unfounded stereotype and “an obstacle 
to serious study of the history of midwives, women's health and the relationship between 
popular medicine and religion” (p. 1). 
 
 
The Age of  Enlightenment 
The Age of Enlightenment  is another epoch in history that can be usefully employed to track 
the development of the identity of the midwife using an actor network approach to trace the 
movement of midwives at this time.  This period, which gained full momentum in the latter 
decades of the 17th  century, is  presented as a dramatic and far-reaching evaluation of the 
nature and aims of  philosophy, politics and religion (Knights, 2010). The Enlightenment is the 
era that introduced the concept of dualism. Plato had propagated a clear distinction between 
mind and body in the Hellenistic45 period, viewing the mind as a non-physical substance (Bos, 
2002). Descartes developed this concept further and identified the mind with consciousness 
                                                     






that set it apart from the brain as the root source of intelligence. ‘Cartesian’ dualism is 
presented as a paradigm of order/reason built around a linear, reductionist, predictable and 
deterministic world view. It is  based around the laws of physics (as they were understood at 
that time) and was believed to offer absolute certainty (Edelstein, 2010; Knights, 2010). This 
worldview helped to develop the early concept of modern science, as a universal value free 
system of knowledge, able to draw objective conclusions about life and the universe  
(Duncan, 2000; Blaxter, 2010; Mehta, 2011).  
 
The principles of this binary approach were applied to support a mechanistic and reductionist  
view of the human body and facilitated the bio-medical model of health which is a 
rationalistic and scientific approach to health and illness. (Davis-Floyd, 1997). This approach 
provides the framework for the dominant model of disease in Western society today. It 
encourages a  focus on the physical determinants of health thereby excluding the social, 
psychological, cultural, spiritual and  behavioural dimensions of illness.   As a result, medicine 
made significant developments throughout the period of the Enlightenment. The changes 
emphasized an empirical approach to medicine and a clinical focus on medical training 
(Schnorrenberg, 1981). The biomedical model is said to promote a western male orientated 
and patriarchal worldview that radical feminists have stated encourages  the ‘naturalising’ of 
women and ‘culturing’ of men which became the accepted standard of development for 
Western capitalism and industrialization during the Enlightenment (Mies & Shiva, 1993). 
Feminist theorist Susan Bordo (1986), has described the Enlightenment as a “flight from the 
feminine” (p. 441) when men began to use scientific discourse as a means to take control 
over reproduction and childbirth thus reinforcing the male/female binary argument.   
ANT and the Binary Perspective 
ANT does not endorse the concept of a binary dualistic perspective, which is viewed as an 
insertion of  a divide.  Latour (1993) argues that  the hallmark of ‘modernity’ is the rhetorical 
separation of  nature (objects) from society (subjects).  He suggests this is an illusion that we 
have created with discourse and that any such separation is meaningless. As alluded to 
earlier in the chapter, ANT can be viewed as an attempt to overcome the artificial boundaries 





created by ANT accept the contribution of the non-human objects that are necessary for the 
maintenance and operation of networks.  In his book Reassembling the Social (Latour, 2005a) 
asks us to consider culture and nature as “two collectors that were invented together largely 
for polemical reasons, in the 17th century.” (p. 110).  Latour is suggesting that the 
Enlightenment philosophers were limiting us to discussing our perceptions of  non-human 
actants as objects without an ability to independently contribute to the network, or arguably 
to assume agency.   ANT on the other hand embraces the links between actants regardless of 
human or non-human status and recreates the entities within a given network in many forms 
of hybridity. This hybrid approach may assist the researcher and their audience in viewing the 
developments in the birthing room of the period through an alternative lens.  
 
The Man-Midwife 
The Enlightenment is  also referred to as the period that spawned governmentality and  
greater levels of regulatory process.   By the 18th century, the medical fraternity were 
replacing the church as signatories in the licensing of midwives, ostensibly placing midwives 
under the direct control of medicine (Teijlingen et al., 2004).   At first glance the binary of  
gender division, midwives vs medical men, does appear to be the key driver in the 
development of maternity care within the networks of childbirth during this period. Although 
most women continued to be attended in labour and birth by traditional midwives, an 
increasing number of wealthier women were turning to the newly established role of the 
man-midwife throughout the 17th and 18th centuries (Marland, 2005; Phillips, 2007). The 
man-midwife was essentially a barber-surgeon specialising in childbirth (Eccles, 1982).  The 
entry of men into the arena of childbirth is seen as a substantive event in the history of 
childbirth where records demonstrate a ‘sex differential’ between male (medical) and female 
(lay-midwife) accoucheurs46.  Cody (1999) debates that the introduction of the man-midwife  
had even greater ramifications societally,  providing  a metaphor for the broader societal 
shifts that were occurring in areas such as the family and within the professions.  “…once 
                                                     





men believed they had conquered the world of birth, reproduction could operate as an 
objective reference point within the natural world and even social relations”(p. 23)  
 
The birth of obstetrics 
Male midwives certainly appeared to have a number of advantages over their female 
counterparts. They were much more likely to have the privilege of education, and they used 
publication extensively to increase their standing, broaden their influence and create a 
credible professional identity (Allotey, 2011). It is also alleged that they used their masculine 
standing to influence the husbands of the women they attended (Cody, 1999).  However, like 
all surgeons, men-midwives were considered less prestigious than physicians as they trained 
within an apprenticeship model and in England they did not have to attend university (Towler 
& Bramall, 1986; Williams, 1997). Interestingly, in Scotland and in other parts of Europe, 
men-midwives were expected to attend university as a medical student from the time of the 
introduction of men-midwives (Schnorrenberg, 1981) . The title ‘obstetrics’,  from the Latin 
term ‘obstetrix’47, is first recorded in 1828 in a move that was a deliberate attempt  to 
dissociate from midwifery, an occupation synonymous with women (Schnorrenberg, 1981), 
although it was still not commonly used until the early decades of the 20th century (De Lee, 
1934). However, the term “midwifery” continued to be commonly used for some time and 
the study of the subject of midwifery became a compulsory component of medical education 
in 1866 in the UK with parallel developments in other European countries. The College of 
Obstetricians in London and the American Board of Obstetrics and Gynaecology in the USA, 
were not instituted until 1929 and 1930 respectively (Drife, 2002).  
 
Some historians believe that the stereotyping of the role of the midwife during this time may 
have encouraged a departure from the historical reality and that  midwives were far from 
                                                     
47 The word obstetrix’ stems from the word ‘obstare’  meaning ‘to stand before’. It was considered to be a more 
academic term than the Anglo-Saxon ‘midwyf’ which means ‘with woman’. Midwives have frequently drawn 
attention to the origins of the two words to distinguish the  major philosophical  difference between the two 
roles (D’Cruz, Jacobs, & Schoo, 2009). 
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being simple village women, who fell victim to the emergence of the male accoucheur 
(Evenden, 2000). It is claimed that many midwives were seen as having higher social status 
than other members of her community and were given powers beyond the remit of  their 
midwifery practice, including leading investigations of sexual impropriety  and acting in the 
capacity of expert witness from the early 17th century (Thomas, 2009).  Thomas also  states 
that the terms used to describe the work of the midwife demonstrates that the women were 
“placed in the same conceptual category as work done by men” and that “many testimonials 
referred to midwifery as an ‘office’, a term usually reserved for positions held by men”(p. 
123). 
Turf wars and the introduction of forceps 
 The two groups embarked on what have been described as the ‘turf wars’ that arguably 
went on to influence the politics of the birthing room for centuries to come (Barclay 2008). 
However, it should be noted that the ‘turf wars’ were also fought between the different 
branches of the medical profession which contested the feminist line of reasoning that this 
was primarily a gender issue (Tobin, 2001). The issue of which group  should take control of 
childbirth during the 17th and 18th centuries veiled a deeper epistemological question relating 
to whose knowledge and skills counted at an authoritative level. This period represents an 
early step towards a more contemporary model of professionalism which includes an 
expectation of ‘expert’ (medical) rather than folk (midwifery) knowledge (Phillips, 2007). 
 Harley (1990) proposes that the increasing wealth in London society provided women with 
choices that they embraced, and that this primarily facilitated the emergence  of the male 
midwife. However, Dunn (1995) argues that the prestige resulting from the development of a 
specialised body of knowledge relating to the introduction of  obstetrical instruments  such 
as forceps was probably a stronger influence.  The introduction of obstetric instruments  
within the network of childbirth actants during this time had a significant  impact on the 
network and on the identity of the midwife. Early childbirth technologies, such as forceps 
proved to be  influential actants within the network.  The introduction of forceps was kept 
secret for more than a century in order to prevent  midwives gaining access to the skills 
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required to use them as such a technological advancement was seen as requiring greater 
“knowledge and skill in its use than could be expected of a midwife” (Johnson, 1952, p. 30). 
The forceps were carried around in a box carried by two men to offer the impression that a 
larger item than a pair of forceps was contained, and those present in the birthing room 
(including the mother) were blindfolded to prevent any information leaving the environment 
(Towler & Bramall, 1986). The kudos enjoyed by the technological actant of forceps is a 
strong illustration of the material and semiotic power of  non-human actants in a network. 
The forceps represented power and  intrigue.  They impacted significantly on the status of 
midwives and it is argued that, in many ways, this form of technology enabled men-midwives 
to  stake their claim to practice in the birthing room48.  A further form of technology that 
continued to forge influence was the printed word.  The growth of male-midwifery is largely 
attributed to the availability of  accoucheurs’ such as Päre, whose writings in the vernacular 
rather that the traditional Latin encouraged the enrolment of men in the field (Teijlingen et 
al., 2004).  
In spite of the growth in numbers, however, men-midwives did have to deal with a range of 
significant problems. The recorded maternal mortality rate associated with their increasing 
presence leads Shelton (2012) to seriously challenge the legitimacy of the man-midwife as 
either an ethical or competent practitioner, viewing practitioners as self-promoting 
opportunists who exploited a niche without considering the ramifications on making hospital 
confinement fashionable and leading to many deaths from puerperal fever. Shelton (2012) is 
particularly critical of the many deaths that were caused by men-midwives, “1 million human 
deaths were connected to man-midwifery initiatives of the 18th century. In simple terms, 
those deaths arose  from dismantling the pre-1730 structure of maternal home-care  
provided by trained midwives” ( p. 723).  
48 There is some evidence that a few women midwives were introduced to the use of forceps, but it seems that 





Early indications of autonomy 
 Allotey (2011) has detected  that manuscripts and other writings from this period suggest 
that midwives may have forfeited their stake to the medical man's claim to superior 
knowledge and skill in cases of problematic cases in childbirth.  The men-midwives certainly 
canvassed to establish a niche as the suitable practitioners for dealing with difficult birthing 
situations (Dunn, 1995). Chamberlen, one of the early proponents of forceps use, wrote that 
calling a man to assist at a difficult birth did not serve to discredit a midwife but was a 
responsible action(Phillips, 2007).  This suggests that there may have been genuine social 
concern on his and the part of other male accoucheurs’. However, it may also have been  an 
attempt at manipulating the midwives such as Elizabeth Cellier, Jane Sharpe and others who 
were campaigning at that time to establish a College of Midwives and to establish 
independent regulation (Ridgway, 2002).  These women may have been led to believe that 
concession could be viewed as an act of compromise and a necessary part of  the negotiation 
required  to obtain legislation for midwifery.  In this way these 18th century midwives were 
aiming to ensure the continuation of midwifery as an independent profession (Ehrenreich 
and English, 1973; Donnison, 1977; Marland,2005).  In her historical account of Scottish 
midwives however, (Fleming, 1998) suggests that the relatively high levels of autonomy of  
the midwives in the 18th century, who were also skilled businesswomen, was enjoyed 
because of the “lack of specific professional standards” (p. 45).  The increasing medicalisation 
and commercialism that the men-midwives brought about did appear to take its toll on the 
business woman midwife though.  A marked decline in employment of midwives can be 
traced throughout the latter decades of the 18th and into the 19th century, amongst the 
middle classes at least, as they continued to shift towards the technology and lying-in 
hospital care promoted by the men-midwives. Poorer uneducated women continued to serve 











For the next century or so, the status quo was maintained within the network, which was 
largely punctualised, whilst men-midwives garnered greater status and network support in 
their  transferral to obstetrics. In the mid to late 19th century in Britain,  a new actant entered 
the network of childbirth, bringing with it further destabilizing of the network and thus  
creating a new phase of translation. Destabilized networks occur when networks are 
adjusting to a consequential restructuring of power relations that is triggered by a shift  in 
the beliefs on which they were founded: the introduction of new information, policy changes, 
technological progression, or the introduction or departure of human players (Callon, 1986b).  
In this particular case, all of the above components transpired to create a shift in power 
relations that had marked effects on midwifery as an entity.  
 
This historical period was a time of social reform and there was a move to formally organise 
the emerging occupation of nursing by a group of socially influential and politically informed 
women. Unlike midwifery, nursing has no ancient tradition to call upon as a frame of 
reference for the profession. That is not to say that women in a social capacity did not attend 
to the health needs of their own family and community throughout history (Hawkins, 2010), 
but nursing as an occupational entity did not really emerge until the mid-19th century (Abel-
Smith, 1960). 
 
The precursors of  modern nursing in medieval Europe are to be found in the history of 
religious orders where nuns and other ecclesiastical representatives devoted their lives to 
waiting on the sick  in servitude to God (Maggs, 1983). It is believed that this influence of  
holy order emerged in the hierarchical structure and language of the brand of nursing 
established by the likes of Florence Nightingale. Terms such as a senior nurse being referred 
to as ‘Sister’ and the wearing of headwear not dissimilar to the nun’s wimple, mirror these 
origins. This heritage may also have been instrumental in creating an idealized perception of 
the ministering `Nursing Saint' resulting from the charitable aspect of the early reformers 






Nursing – a new profession 
The world’s first school of nursing was opened by Florence Nightingale at St. Thomas' 
Hospital in London in 1860 where young middle class women were trained as nurses and 
midwives (as a branch of nursing), and were grounded in the pre-war feminist movement 
that was characterised by  suffrage, social purity 49and eugenics50 (Helmstadter & Godden, 
2011).  This organised elite group engaged with professionalisation as a means of advancing 
the standard of  practice in both nursing and midwifery.  However, these members of the 
first wave of the  feminist movement did not recognize midwives as  equal to nurses. 
Midwives were viewed as uneducated working class women with little in common with the 
middle class suffragettes (Yuill, 2012).  Midwives now found themselves in a position where 
they were not only challenged by the doctors preserve of ‘healing’ but by the nurses task of 
‘caring’ (Ehrenreich & English, 1973). In spite of disagreements with both the Church, State 
and the medical profession, the midwife had essentially been an autonomous practitioner, 
working independently to help women in childbirth, and her work had been primarily 
determined by the needs of the women she served (Donnison, 1977; Thomas, 2009). The 
role and identity of the midwife did not fit comfortably with either the Christian moral 
                                                     
49 The social purity of the Western nursing  movement in the late 19th century was built  around the principles of  
Christian morality  and opposed those activities that were deemed to be immoral, such as prostitution and the 
partaking of alcohol (Egan & Hawkes, 2007). 
50 The concept of eugenics began to garner public support in the late 1900s as a scientifically valid argument for 
“improving human stock by giving the more suitable races or stock a better chance of prevailing speedily over 
the less suitable” (Galton. 1883, p. 765). During this time the study of eugenics became viewed as a necessary 
part of nursing. The idea was that nurses would monitor poverty by supervising workhouses and poorhouses. In 
many ways the eugenic activity was little more than public health measures (Gastaldo & Holmes, 1999). 
However, it was eventually enacted in legislation as a means of detaining those in society who demonstrated  
mental deficiency, which was a broad definition which included alcoholics, prostitutes, unmarried mothers, 
people with learning difficulties, and the disabled. Midwives, who at this time were a branch of nursing, were 





idealism of nursing or with the university educated requirements of male doctors. University 
education had become a pre-requisite for medicine by the mid-19th century (Beatrice, 1998).  
A social reform agenda 
(Stanley 2012) suggests that the growing confusion around  the role of the midwife is 
captured well in the characterisation of Charles Dickens’ Sairey Gamp published in 1844. In 
this novel, Gamp, the midwife,  is presented as having a twofold profession by assimilating 
midwifery with caring for the sick and laying out the dead. The midwife is referred to as both 
the monthly nurse51 and the midwife.  Gamp also portrayed a common public perception of 
the midwife as an uneducated and lazy alcoholic who endangered the lives of both mothers 
and babies.  Again , the technology of print was being used as an agent to influence public 
and professional opinion. This can be seen as a political ploy used to justify bringing 
midwifery under the jurisdiction of nursing (Towler & Bramall, 1986).  Until this point, 
midwives had learned their trade within an apprenticeship, but those who had established an  
institutionalised nursing training now fought for a similar approach for midwifery, with 
qualified nurses being offered a shortened course in midwifery (Hawkins, 2010). The social 
reform agenda formed by doctors, parliamentarians and the Church amongst others,  is an 
important  conceptual actant within the network at this time.  Social reform had gathered 
momentum in the latter decades of the 19th century and there was a series of legislative 
measures relating to  infant and maternal health52. 
 
An Obligatory Passage Point 
                                                     
51 A monthly nurse is reported to be a type  of `maternity aide' who was employed alongside the midwife by 
wealthy families in the 16th  and 17th  centuries. In Dickens representation however, she was depicted as  the 
assistant to the male physician in the newly introduced lying-in hospitals. (Stanley, 2012). 
52 The maternal and child health movement was fuelled by the combination of stubbornly high infant mortality 






This series of events led to the ANT position of obligatory passage point (OPP) which occurs  
when the actant achieve their interest as  defined by the most powerful actant in the 
network (Callon, 1987). Medicine, as the translator or macro actant in the network had 
aligned with the neophyte vocation of  nursing and used the development of social control  
to achieve their objective of bringing midwives into the fold and under the surveillance of 
medical practitioners.  A range of  regulatory tools and legislation acted within an 
intermediary and mediatory context and helped to destabilise the power that was viewed as 
vested in midwives (Borsay & Hunter 2012). The Midwives Act was legislated  under the 
auspices of eliminating the employment of  illiterate and untrained  midwives  who were said 
to be responsible for dangerous and unsanitary practices  and instead to establish a new 
breed of professional, middle-class midwife who would engender middle class values of self-
reliance and respectability amongst the working class mothers.  Heagarty, (1996) argues that 
the supervision system introduced as a layer of surveillance of midwives was oppressive and 
gave further control to the medical profession by requiring medical aid to be present for all 
but the most normal of births.  There is however, the slightest suggestion of a ‘betrayal’ 
which in ANT terms means that the actants don’t abide by the agreements (translations) 
achieved by their representatives (Rhodes 2009). Reid, (2012)suggests that the social profile 
of practicing  midwives actually changed little in the first three decades of the century in the 
UK with the Act  serving to have less of an impact on how midwives practiced than how 
doctors perceived them.     
 
 
Midwifery in early settler New Zealand/ Aotearoa 
From an Anglo-centric perspective, the parallels between New Zealand/Aotearoa and 
England following the period of European  colonization in the 19th Century  are manifold. As a 
British colony, the history of  regulated midwifery in New Zealand/ Aotearoa in the late 19th 
and early 20th century followed an almost identical trajectory to that in England at that time.  
The same human actants can be identified as the same groups as can the intermediaries and 





those who supported or opposed the intermediary impact.  However, such socio-political 
congruence was shaped at considerable cost to the indigenous network of the residing 
population of  Māori in Aotearoa,  who in the time honoured history of colonialism, became 
the marginalized group within network. Once again, the concept of ‘translation’ is central to 
the process when ANT is used for analytical processing.  Translation involves the 
reinterpreting/displacing, of  the interests, and even the identities of other actants in the 
network in order to align the interest of that actant with their own which results as a one 
group gaining control over another leading to a state of punctualization (Law, 1992).   
 
A Māori World View  
The punctualization that takes place following colonization has particular relevance to ANT  
with regard to the hypothesis that objects may possess agency.  ANT theorists advocate that 
there are interlocking referential chains of objects and subjects, humans and non-humans, 
and that  the actants within these chains acknowledge mutual benefits and effects (Latour 
1987b). Indigenous perceptions of what and who contributes to a society, are very different 
to those supposed by Euro-Western cultures.  Watts (2013) speaks of indigenous agency as 
being situated  within what she refers to as a “Place-Thought” framework53, whereas within a 
Euro-Western context, agency is sited firmly within an epistemological-ontological 
framework. To Māori and other indigenous cultures, the land, rivers, mountains, seas and all 
the earths  inhabitants  are sentient, and connected.  This belief resonates with the concept 
of  ‘chains of translation’ introduced by Latour where the thoughts, behaviours actions and 
effects are transferred from actant to actant whether human or non-human.  As this occurs, 
each adds an element of their own to the sequence. Ecosystems have ethical structures 
where all life forms are respected, and non-humans are viewed as active members of society. 
                                                     
53 Watts is referring to the mythic concept of “Sky Woman’, an Anishinaabe ‘Earth Mother’ cosmological figure 
who falls from the sky and lies on the back of a turtle. She creates land and becomes land. Place-thought is a 
manifestation of her ability to communicate with animals, water and other life forms. As a result she becomes 






The agency owned by place can be seen within indigenous societies as similar to the agency 
owned by humans. When the agency of non-human materiality is threatened, human agency 
is similarly threatened (Watts, 2013). As a result of this worldview there is a  deep spiritual 
connection to the land which  is embedded in Māori creation stories (Mikaere, 1994). This 
cosmological narrative emphasizes the importance of  the wahine in sustaining whakapapa 
(Pere, 1997).  Consequently Māori women held significant status, acknowledged as the 
bearers of past, present and future generations (Simmonds, 2011).  
Misappropriation and misrepresentation 
Following the period of British colonization in the latter half of the eighteenth century, 
however, the effects of colonization resulted in the misappropriation and misrepresentation 
of  Māori forms of knowledge whilst western notions and ideologies were imposed on the 
indigenous people (Simmonds, 2011).  The metaphysical  power of  childbearing Māori 
women was trampled  by  Western theory and philosophy. Their traditional knowledge and 
their strength embodied in the tapu of the whare tangata54 was dishonoured.  Shame 
associated with reproduction was only acquired once Māori women had been taught shame 
by Victorian, Christian mores incarnated in attitudes subscribing to the inferiority of women, 
and the dirty and dangerous nature of women’s bodies and sexuality (Mikaere, 1994). The 
colonial influence of Europeans was to cast considerable influence on the Māori way of birth 
( Fleming, 1998) and in early 20th century New Zealand/Aotearoa, politicians and social 
reformers were to accuse the anthropologist, Elsdon Best of  romanticizing Māori childbirth 
practices within his writings (Papps and Olssen 1997). This may or may not have held some 
element of truth but Elsdon Best, himself a product of the colonial ruling class, stated in his 
ethnographic accounts that wahine were “…passive and resistant to the dominant male” (p. 
97) thus aligning with the colonial historical perspective of female inferiority that it is argued 
was advocated by most colonial ethnographic reports (Buckley & Gottlieb, 1988). This is 
                                                     
54 The perceived strength of the connection between Māori spirituality and childbearing is illustrated in the 
language where words frequently have both a sacred and an everyday translation. Whanau means family and to 
give birth; hapu means sub-tribe and pregnant; whenua means land and placenta and whare tangata, which 





something which is vehemently contested by Māori feminist theorists (Mikaere, 1994; Pere, 
1997).  
 
During the 19th Century, Māori women were systematically disconnected from their 
extensive whānau support as they became increasingly urbanized as a result of land 
confiscation ( Cook, 2012).  This marginalisation of Māori women’s reproductive processes 
had profound effects on their childbirth practices (Simmonds, 2011). Māori women were 
isolated from their traditional communities and they also lost their tohunga55 and knowledge 
of traditional medicine, which impacted on the provision of Māori birth attendants (Cook, 
2012). From the arrival of the early settlers in the first half of the 19th century until  the early 
years of the 20th century  both Pākehā and, increasingly, Māori women were served 
predominantly by lay midwives who had been apprenticed to other midwives.  However, 
doctors became more instrumental in the training of midwives and  immigrant midwives 
were increasingly influencing the system by the training that they had received overseas, 
usually in the UK and generally from nurse training. The Midwives Act of 1904 in New Zealand 
followed closely the passing of the English Midwives Act of 1902 and they were not dissimilar 
in constitution. Both Acts were passed to establish state control of midwives by regulating 
their practice and in both countries midwives now found their education and their regulation 
fell under the jurisdiction of both medicine and nursing ( Papps & Olssen, 1997; Fleming, 
1998; Stojanovic, 2008). An obligatory passing point (OPP) had been effected in Aotearoa as 




In ANT, any actant unsuccessful in sustaining themselves as a link in a chain is said to 
disappear. This is because nothing has reality or form outside the enactment of relations 
within the network (Law, 2007).In order to ensure endurance therefore, from the perspective 
                                                     





of a marginalized  group, this might mean aligning with the stronger voices in the network.  
Conversely, the actant could aim to strengthen its ties with more established network 
actants. There is no clear indication of which of these two possibilities was influential in 
winning the support of the new breed of midwives in New Zealand/Aotearoa in the late years 
of the 19th and early years of the 20th century.  Either way it would seem that the road to 
professional status for midwifery was paved to some degree by the development of a 
eugenics based ideology that mobilised the network of reproduction at this time . 
 
 In the late 1800s, infant welfare had become an issue of national concern in both England 
and New Zealand as fears were expressed about the physical ‘efficiency of the populations’.  
(Papps & Olssen, 1997; Marland & Rafferty,2002). This trend is cited as an issue of global 
concern in the late 19th and early 20th century (Bashford & Levine, 2010). A primary concern  
for eugenicists was to prevent racial deterioration. It was believed that producing ‘better’ 
people by removing the weaker elements of society would serve to improve society 
(Bashford & Levine, 2010). In New Zealand/Aotearoa, the relatively small population of the 
country and a decreasing birth rate amongst the settlers, gave rise to eugenic beliefs directed 
primarily, though not exclusively56 at Māori.  Inscripted in Hansard by parliamentary debate,  
and mobilized by many actants including doctors, nurses and  midwives, eugenic belief 
gained momentum as a response to racism and achieved capacity as an ideology with the 
establishment of Eugenic Societies that advocated the sterilization of those considered 
deviant, in a similar manner to that observed in the UK (Tolerton, 2017).   
 
Ironically it may have been the Māori birth practices that supported lower levels of infant and 
maternal mortality, as earlier in the settlement period, a commonly held view of childbirth in 
Māori communities was that it was “much less problem prone than European childbirth 
practices” (Papps & Olssen, 1997, p. 102). These racist attitudes permeated the white public 
                                                     
56 Others who were targetted included Chinese, unmarried women, ‘mental defectives’criminals and other 





consciousness from Seddon, the Prime Minister, through to the general European settler 
population (Ballantyne & Moloughney, 2006).  
 
In 1904 a Royal Commission was set up to investigate the fall in the white birth rate in 
Australia and New Zealand. The findings of the commission confirmed both a fall in birth 
rates in the middle classes and a high infant mortality rate in the poorer white 
communities57.  The traditional or lay midwives (many of whom were Māori)  were blamed 
for the high maternal and infant mortality rates which allowed  British trained nurse Grace 
Neill, who was employed as the Assistant Inspector of Hospitals, to lobby for the training and 
regulating of midwives (MacDonald, 2000). One of Neil’s stated aims was to make childbirth 
more attractive for “preferred breeders, the respectable wives of working men”(Macdonald, 
2000, p. 469). Neill won the support of the Prime Minister Seddon and her successful 
campaigning  led to the passing of  the 1904 Midwives Act.  This legislation redefined the role 
of the midwife from ‘handywoman’ to registered health practitioner and established 
midwifery training establishments, and state run maternity hospitals (Mein -Smith, 1986; 
Stojanovic, 2008; Clarke, 2012).  
 
 
Regulation of Midwifery 
The early decades of the 20th century demonstrates a flurry of activity within a network that 
had  reassembled from a midwifery network to a larger maternity network to incorporate the 
new actant groups upon the ‘stage’.  The registration of midwives resulted in midwives being 
placed under the control of both the medical and nursing professions, as the criteria for 
registration were dictated by the central health authorities and as such had to be agreed by 
                                                     
57 The birth rate declined from the 1840s when the birth rate is recorded at 6.5-7 live births per woman to 2.1 
live births per woman in the 1930s. There were a number of social factors that contributed, including the fact 
that women were marrying later and more did not marry at all compared to the mid-19th century. Paid 
employment opportunities for women also increased (Taonga, 2014b). 
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both the chief medical and chief nursing officers (Fleming, 1998). Both professions saw 
midwifery as a threat to their authority (Papps & Olssen, 1997).  In 1909 a Trained Nurses 
Association was formed and those midwives with a nursing qualification were encouraged to 
take membership. It was felt that because both professions had relatively small numbers, one 
national combined organisation would be better placed to serve the interests of both 
professions. This also made sense geographically; communities were widely distributed 
throughout the country and communications systems were  limited, which made 
centralization a pragmatic decision.  This relationship was legislated in the 1925 Nurses & 
Midwives Registration Act. The Act created a Board that was comprised of two doctors (the 
Director General of Health & a registered medical practitioner), two nurses (the Director 
Division of Nursing & a registered nurse) and one midwife (who was recommended by the 
New Zealand Trained Nurses Association). The Board was granted the responsibility for the 
education and registration of nurses and midwives (Pairman, 2005). 
Traditional  midwives, many of whom were Māori wahine, were transmuted into ‘untrained 
midwives’ and they were only allowed to register if they could persuade the Board that their 
experience was valid and that they were competent, regardless of their years of experience. 
As a result, different classifications  of registration were issued, Class A signified women who 
had been trained in a recognized programme in New Zealand/Aotearoa or overseas, and 
Class B covered the untrained who were proven to be of good character and had practiced 
for at least three years (Stojanovic, 2008a).  
Nurses and Midwives Registration Act 1925 
The 1925 Nurses and Midwives Registration Act of 1925 offers a good example of how the 
introduction of a non-human entity, a mediator, which in this particular case is a legal act, 
can play a significant and independent role in the network.  This  Act may have been designed 
by humans and legislated by humans, but serves as an independent mediator in influencing 
and altering the network. Networks require interaction, movement and process and this calls 
upon an intercessor to initiate and sustain the action.  Decisions are made  based on the 





form of legislative action provides the medium for wiring and firing between the other 
actants. 
 
Midwife and Maternity Nurse 
As a result of the Nurses and Midwives Registration Act 1925 two classes of maternity 
practitioners, the midwife and the maternity nurse, were established. The merger of  the two 
occupations resulted in the discontinuation of midwifery specific education (Gilkison, 
Giddings & Smythe, 2013). This was the first of many concessions of midwifery to the 
stronger voice of nursing.  Maternity nurse training was extended from 12 months to 18 
months and birth was transferred from the small maternity hospitals to public hospitals. 
Midwives  were becoming increasingly concerned about the influence of nursing over what  
they considered to be their territory (Stojanovic, 2008). Joan Donley, one of the founder 
members of the New Zealand College of Midwives, highlights the vulnerability of midwives 
engulfed in an organisation that did not have the interests of midwives at heart, but had 
been  facilitated by the direct impact of the legal intervention in the form of the 1925 Act. 
She also felt that the profession was being used as a political pawn in an impasse between 
nursing and medicine.  
Politically, however, the incorporation of midwives into the nurses' organisation 
strengthened the nursing profession at the same time as it effectively eliminated 
midwives as a pressure group that could be used in future political manoeuvres, e.g. 
by the doctors if that suited their interests. (Donley, 1986. p. 95) 
 
 
Increasing Medicalisation of Childbirth 
Another mediator, the Social Security Act 1938 introduced universally accessible maternity 
care at no cost for all women in New Zealand/Aotearoa. This arrangement included an 
expectation that the woman would birth in hospital, but that she could select her choice of 
doctor. This Act effected what Stojanovic (2008a) describes as “the ‘coup de grace’ for the 
autonomous midwife” (p. 57), as women were lured into an increasingly medicalised 
124 
maternity service under the care of obstetricians and General Practitioners. The scope of 
midwifery practice continued to be seriously curtailed throughout the twentieth century as a 
result of increasing medicalisation within the field of childbirth (Stojanovic, 2008). This ‘coup 
de grace’ was equally evident in many other western countries such as Australia, UK and the 
USA where the medical professions were exerting increasing power in the field of obstetrics 
(Teijlingen et al., 2004). In New Zealand/Aotearoa Doris Gordon, an obstetrician who formed 
the Obstetric Society of New Zealand, was leading a campaign to establish a Postgraduate 
School of  Obstetrics with its own Chair (Papps and Olssen, 1997).  Like Grace Neill, Gordon 
promulgated the safe motherhood message by condemning the practices of midwives which 
she deemed to be unsafe.  Interestingly, she used the first wave feminist arguments around 
women’s rights in advocating the right to choose a hospital birth. This  supported her 
endeavours to establish obstetrics firmly at the forefront of maternity provision (Fleming, 
1998).   
 Gordon’s aspirations reflected an ever growing acceptance of obstetrics as authoritative 
knowledge along with an intensifying medicalisation of childbirth in the latter half of the 
twentieth century.  Intervention in childbirth was creating a reliance on technology on the 
part of both those delivering maternity care and those receiving it.  This hegemony seriously 
challenged not just the autonomy of the midwife, but the very identity of midwifery (Fleming, 
1998).  
A Maternity Services Committee was established in 1960 to advise the Minister of Health on 
matters relating to maternity care. This committee of ten doctors and four nurse/midwives, 
claimed to be a professional committee representing all of the professional stakeholder 
groups as well as the voices of  the women of  New Zealand/ Aotearoa. There were no 
domiciliary midwives on the committee and no lay members (Papps & Olssen, 1997). At this 
time women were increasingly birthing in specialist obstetric units, although many were 





decreasing and most midwives were employed as assistants to obstetricians or General 
Practioner’s (GP’s). 58 
 
The Nurses Act 1971 
In 1971, the Nurses Act (1971) removed the statutory  rights of midwives to practice 
autonomously. However, the preceding stages of translation had ensured an insidious 
process of erosion that made the action feel like an inevitability.  The passing of the Act  
consequently provoked little response on the part of midwives and it was, almost without 
exception, accepted that New Zealand midwifery had now become a highly stratified branch 
of nursing (Gilliland & Pairman, 2010). Women were cared for antenatally and in the 
intrapartum period by their General Practitioner or an obstetrician and hospitalization was all 
but enforced. The 1971 Nurses Act served to ensure that midwives could only work under 
the authority of a medical practitioner, thus maternity nurses would  deliver ‘care’ during 
labour but would relinquish care to the obstetrician at the time that birth was imminent. This 
model was at variance with the newly established International Confederation of Midwives’ 
definition of  a midwife (ICM 1972)59. Midwives in New Zealand/Aotearoa now had no 
                                                     
58 in 1971 only twenty four women delivered under domiciliary midwifery care.  
59 International Confederation of Midwives Definition of a Midwife. 1972. 
Qualifications: A midwife is a person who, having been regularly admitted to a midwifery educational 
programme, duly recognised in the country in which it is located, has successfully completed the prescribed 
course of studies in midwifery and has acquired the requisite qualifications to be registered and/or legally 
licensed to practise midwifery.       
  Types of Care: The midwife is recognised as a  responsible and accountable professional who works in 
partnership with women to give the necessary support, care and advice during pregnancy,  labour and the 
postpartum period, to conduct births on the midwife's own responsibility and to provide care for the newborn 
and the infant. This  care includes preventative measures, the promotion of normal birth, the detection of 
complications in mother and child, the accessing of medical care or other appropriate assistance, and the 
carrying out of emergency measures. The midwife has an important task in health counselling and education, 
not only for the woman, but also within the family and the community. The work should involve antenatal 
education and preparation for parenthood and may extend to women's health, sexual or reproductive health 





specific education and were not deemed responsible enough to conduct births without the 
presence of a medical practitioner (Gilkinson et al., 2013). There were however, a very small  
number  of ‘domiciliary midwives’60 who provided  care for women throughout their 
pregnancy, birth and puerperium in the community, although these midwives still had to 
practice  under the supervision of  the equally small number of doctors who would support 
them (Guilliland & Pairman, 2010). There were several attempts to curb the practice of the 
domiciliary midwives in the late 1970s and early 1980s such as attempting to place them 
under the control of the Obstetrics Standards Review Committees (1983) but the Domiciliary 
Midwives Society (DMS) continued to counter this opposition and maintained their right to 
practice homebirth and continuity of care.  
In 1983 the Nurses Amendment Bill proposed that all domiciliary midwives should be nurses. 
The bill also proposed that nurses without midwifery training should be able to provide care 
for women in labour (Guilliland & Pairman, 2010). The medicalisation and nursification of 
midwifery (Hendry, 2003) was  all but complete and a ‘black boxing’ (albeit contingent) of the 




In this chapter, a review of the historical literature was utilized to broaden the research lens 
whilst exploring  the historical relational positionality of midwifery  within networks. The 
intention was to shed some light on the contemporary perceived professional role of the 
midwife by looking to the past for guidance. The central metaphor of ANT is that of  a 
province of competing social forces and strategies that are recurrently shifting with alliances 
                                                     
Locations for Practise: A midwife may practise in any setting including the home, community, hospitals, clinics, 
or health units 
60 Domiciliary midwives continued to provide homebirth and care in the community throughout the 1970s and 
1980s. They received payment directly from women and took only what women could afford which meant that 





being formed and dissolved. By  introducing some of the key actants and their relationships 
within these historically sited networks, the dynamic  and power laden  perspectives of life 
within the historical milieus of childbirth have been presented; power and contestation have 
been observed.  Although the epistemological and ontological assumptions of feminist theory 
are very different to the no a-priori, a-moral approach of Actor-Network Theory, the two 
perspectives have given a balance to the analysis of the evolving nature of the role and 
identity of the midwife. Feminist theory has enabled the development of  subtle analyses of 
subjectivity and meaning in relation to the action within the ANT framework, whilst the 
renunciation of fixed social status and hierarchy in ANT have enabled a greater analytical 
insight into the moral and ethical dimensions of the historiography. The result is a  more 
circumspect viewing of the development of midwifery as a profession from a prehistoric era 








Chapter 6. Following the Actants  (2)  The Neoliberal and 
Professionalisation Projects 
Introduction 
By the early 1980s  midwifery in New Zealand/ Aotearoa was at a marked nadir in its history. 
If we follow  the midwives within  the birthing territory of New Zealand/ Aotearoa in the early 
1980s we may view them as a largely subjugated and disempowered group of health 
workers.  The medicalisation and nursification of midwifery (Stojanovic, 2008) was all but 
complete and a punctualization of the network seemed inevitable.  However, the provisional 
nature of networks means that the potential for change and further repositioning is 
omnipresent.  By stepping back and taking a longer range view of  the broader sociopolitical 
landscape of the time,  it becomes apparent  that there were occurrences taking place within 
the network that meant that any ‘black boxing’ of the network was merely contingent.  
 
In Actor-Network Theory, Latour (2005) claims that we find numerous, competing accounts 
about what generates hierarchical structures, inequity and relations of domination. He states 
that non-human elements in the network are not only fully engaged and operational actors, 
but that they are “what explains the contrasted landscape we started with, the overarching 
powers of society, the huge asymmetries, the crushing exercise of power” ( p. 72). ANT 
exposes the social forces that are acting upon one another at any given time, to create  
conflict and reform within a network. The actants who construct the assemblage are also 
being mediated by the network. In this way, the midwives and the supporting groups were 
not the movement directly, but were operating within the context of a global paradigm shift 
that enabled the changes to occur.  The actant is acting within a network which is 
simultaneously acting and therefore the actants are moving targets of multiple agencies 
(Latour, 1993).  In this chapter I will begin to track the movements of the actants in the 
network by exploring the sociopolitical backdrop to the inter-professional battle surrounding 





decades of the 20th century and the first decades of the 21st century. Once again I am 
identifying the primary actants as midwives.  
 
 
Social Experiment to Neoliberal Experiment 
In the decades following the second world war, New Zealand/Aotearoa was viewed as the 
social laboratory of the Western world in terms of social welfare provision (Peters & 
Marshall, 2002). However the  inauguration of  neoliberalism in the 1970s and 1980s was to 
facilitate a move in New Zealand/Aotearoa from a “welfare to a contract state” (Levine, 2009, 
p. 163) and this was to have far reaching effects on society, including the health care system. 
 
Neoliberalism 
Neoliberalism is the  progeny of  the theory of classical liberalism of the 19th century, but it is 
possible to date back a forerunner of classical liberalism to the period of the Enlightenment 
in the 17th century.  Classical liberalism operated on the basis that the more political freedom 
a society has, the higher degree of economic freedom is necessary. The theory focused on 
anti-regulation, privatization, and devolution of the state in addressing social issues and was 
used by the British and other imperialist nations to justify capitalism at home and colonialism 
overseas (Harvey, 2005; Birch & Mykhnenko, 2010; Bockman, 2013).  
 
From the 1940s to the 1970s Keynes’s economic theory61 had been  widely applied in post 
war Europe and the USA. However, the  application of Keynsian theory started to lose favour 
                                                     
61 Keynes, a British economist, challenged the theory of  the free market as an economic strategy for providing 
full employment. He proposed that every worker who wanted a job could have one as long as the wage 
demands of workers was flexible.  The main tenet of the Keynsian argument centred on aggregate demand. This  
is measured as total spending by all sectors from households to governments. Keynes additionally asserted that 





by the 1970s as a result of a series of constructed global economic crises which facilitated the 
emergence of the concept of neoliberalism.  Neoliberalism, and particularly its monetary 
policies, were adopted by leaders such as Reagan in the United States and Thatcher in the 
UK, in order to foster political opposition to state interventionism in favour of free market 
reform policies (Harvey, 2005).  This persuasive economic theory and ideological conviction  
rapidly gained global political and economic approval and support, convincing bureaucrats, 
businesses and governments that social welfare models were inefficient and that private 
markets were more cost-effective and  efficacious in terms of taxation. Laissez-faire 
capitalism was hailed as  promoting  human wellbeing (Kotz, 2015) and personal freedom  
(Harvey, 2005). Improved efficiency would be achieved by:  limiting redistributive  taxation, 
privatization of  the previously state owned services, a shift in welfare policy towards 
entrepreneurship and philanthropy, and the corporatization of higher education and health 
services (Boas & Gans-Morse, 2009; Thorsen, 2011; Bockman, 2013a)  
 
Defining Neoliberalism 
Depending on the context, neoliberalism is viewed as a hegemonic political ideological  
discourse, a policy paradigm, and a well-defined form of governmentality (Larner, 2000).  
Critics of neoliberalism maintain  that its policies are a façade that provide a smoke screen for 
the use of the political state by wealthy individuals and corporations to enable them to 
effectively increase their share of valued resources in a global society ( Harvey, 2005; Birch & 
Mykhnenko, 2010; Wilkinson & Pickett, 2010; Klein, 2014) and to enforce a “general 
regulation of society by the market” (Foucault, 2008, p. 145). 
 
By removing state intervention, neoliberalism is said to provide a counterbalance to the 
advance of state oppression.  By eradicating any centralized control of economic activities, 
economic power is detached from political power, and the one can serve to offset the other.  
Therefore, it is claimed that neoliberalism can be legitimately presented as a defender of the 
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less economically privileged, while intervention on the part of the state is seen as the root 
cause of poverty (Craig & Porter, 2006). Those who promote this view hold that the world’s 
poor have been victim to inept and predacious over-regulating governments who have kept 
the underprivileged in a state of oppression (W. G. Moss, 2008).  This interpretation of 
neoliberalism is viewed as an ‘inclusive’ liberalism, in which market liberalism co-exists with 
policies that promote opportunity, empowerment, and security; while still market-led, the 
emphasis is on partnerships and good governance (Porter & Craig, 2004). This view is 
supported by the theory of trickle-down economics,62 a theory  that  in simple terms works 
on the premise that by decreasing  tax rates for corporations and  investors, the production 
in an economy overall will increase. This theory has been critiqued extensively and critics 
claim that this economic doctrine has led to an inequitable distribution of wealth (Fuentes-
Nieva & Galasso, 2014).  
 
Neoliberalism as an International Movement  
In New Zealand/Aotearoa, the dismantling of the welfare state was instigated by a Labour 
administration, led by David Lange in the  mid-1980s at a rapid rate and with what has been 
described as unusually coherent (Hood, Rothstein & Baldwin, 2001).  Interestingly, both 
Margaret Thatcher and Ronald Reagan had been elected on a mandate of  encouraging a free 
market economic and political approach, whereas  in New Zealand/Aotearoa, the Labour 
government  had failed to allude to such sweeping change in their manifesto for election (D. 
Small, 2016). Neoliberalism was established as the dominant paradigm of public policy and 
citizens were redefined as consumers of now competitive services and the rights of citizens 
redefined as consumer rights.  The financial system was deregulated, tax rates were slashed, 
government subsidies were reduced or eliminated and state ownership repealed.  In spite of 
what appeared to be a departure from the traditional values of the Labour Party, the  
administration claimed to be upholding these values.  In 1988 the Labour government led by 
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Lange,  proposed the introduction of a flat rate of taxation regardless of income level. New 
Zealand/Aotearoa, which was said to have inspired Aneurin Bevan, the Labour Health 
Minister in the UK, by being in the forefront of social change internationally, was now 
reported as becoming the first post welfare state (Walker, 1994). 
 
The Marxist critic David Harvey (Harvey (2005), describes neoliberalism as “a cumulative 
‘moving map’ of regulatory institutionalized practices”(p. 88) and it has been argued that the 
neoliberal experiment in New Zealand/Aotearoa (as in other similar countries) has travelled 
through several divergent phases . The first wave, referred to by Peck & Tickell  (2002), as the 
roll-back, can be seen as the introduction of the neoliberal agenda in  the 1980s.  This period 
represents "the active destruction or discreditation of Keynesian-welfarist and social-
collectivist institutions” (p. 384) as the state retreated from many areas of economic 
productivity, but continued to attempt to preserve the integrity of the welfare and social 
aspirations that are associated with social democracy. In the 1990s (the roll-out) the 
marketization was more thorough and ruthless and was accompanied by the introduction of 
a neo-conservative element with regard to policies and programmes related to social policy. 
It is described as "the purposeful construction and consolidation of neoliberalised state 
forms, modes of governance, and regulatory relations" (Peck & Tickell, 2002, p. 384). In the 
third phase, often referred to as the ‘Third Way’ in the late 1990s an ethos of ‘partnership’ 
emerged where the discourses of ‘social inclusion’ and social investment were placed  
alongside the more apparent components of neoliberalism such as market activation, 
contractualism and economic globalization. New Zealand critic Louise Humpage (Humpage, 
2014), refers to a more recent ‘roll-over’ where the acceptance of the neoliberal agenda and 
the economic crisis of 2008 has enabled a further wave of retrenchment, placing even 
greater focus on social policy than the early roll back and roll out phases.  
 
Individualism 
The concept of individualism is central to neoliberalism and is the ideological lived reality of 
most western industrialised nations (Eagleton-Pierce, 2016). Individualism is the social theory 





ideological standpoint (D. Watts, 2014).  Neoliberalism appears to operate on the premise 
that humans will generally act independently of others and that they will put their own 
interests before those of others and their environment. In human terms this is viewed as a 
very new development (Heron, 2008).  As the late UK Prime Minister, Margaret Thatcher, 
advocated,   
there is no such thing as society. There are individual men and women, and there are 
families. And no government can do anything except through people, and people 
must look to themselves first. It's our duty to look after ourselves (Thatcher, 1987 as 
cited in (Willetts (1992), pp. 47-48) 
Under neoliberal policies, personal responsibility is emphasized and the state withdraws to 
various degrees from welfare provision including the responsibility for providing healthcare, 
public education and social services. The individual is held responsible for their own well-
being and self-management. Beck & Beck-Gernsheim, (2002) describe how citizens are 
forced  to become entrepreneurs in their own lives, managing choices within a highly volatile 
world and taking individual responsibility for their failures.  If culture and consumer choice 
are viewed as inseparable then consumerism represents the opportunity to exercise true 
individuality (Holzer, 2006).  However, the freedom that is achievable is dependent on many 
preconditions. For example, if someone does not have enough food to survive, or is in poor 
health, or living in oppressed circumstances, then freedom of choice means little. Therefore 
from a humanitarian perspective, an equitable provision of basic services is essential and will 
need to be provided at state level (E. Lewis, 2015) 
 
It has been suggested that an entrenched allegiance to individualism in western democratic 
countries has led to a major emphasis on individual achievement and self-fulfilment 
(Murphy-Lawless 2011). Neoliberalism is blamed for interfering with social unity, which 
occurs when people connect in social organisations, clubs and associations.  This  emphasis 
on the individual has led to a state of confusion between our roles as consumers and as 
citizens and it has even been questioned whether neoliberalism really has a concept of 
citizenship (Voet & Voet, 1998). McChesney (2008) observes  “Instead of citizens, it produces 





society of disengaged individuals who feel demoralized and socially powerless”. (p. 286).  
Bauman (2013) argues that  individualism has changed  identity from what would have been 
considered as a ‘given’ into what could be thought of as a ‘task.’ ”This has led to the 
disassociation of how we view ourselves as standing within a community into what he 
describes as “compulsive and obligatory self-determination” (Bauman, 2013, p. 32). This is 
coupled with the idea that success lies in the hands of the individual regardless of social 
inequality. This it is said has led to an increase in uncertainty, insecurity and risk averse 
behaviour.   
 
Western individualism is also confused with the notion of  autonomy and independence 
(Eckersley, 2006). Autonomy is defined  by Eckersley as “the ability to act according to our 
internalized values and beliefs” (p. 312), whereas independence is defined as not being 
reliant on or influenced by others. This could be interpreted as ‘thinking of ourselves’ instead 
of  ‘thinking for ourselves’ (Eckersley, 2006). If this assumption is based in reality, it could 
result in people being disconnected, not only from one another but also from the 
environment that they inhabit. The net result being communities who are unengaged with 
the things that contribute to and affect  their lives. Without this sense of common purpose 
and public spirit , our democratic rights become less guaranteed.  We are so caught up in our 
own attempts to meet our individual needs that we can lose  focus on what our economies 
and our governments are up to.  This ostensibly places our democratic rights as citizens at 
risk (Chomsky, 1999).  
 
Actor-Network Theory and Neoliberalism 
The behemoth scale of the concept of neoliberalism in its different guises has permeated 
almost every facet of  life in New Zealand/Aotearoa. However, from an ANT perspective, 
Latour & Callon (1981) insist  that no fully formed notion of neoliberalism or any other grand 
narrative truly exists. The pair discuss addressing micro-macro relations in dynamic but not in 
evolutionary terms. They argue that micro-actants effectively grow to macro size but that this 
is not as a result of social learning, but of relationality. They describe the ‘big Leviathan’ (in 





other actants in the network, and then trace its associations rather than treating 
neoliberalism as though it was a macro-structure against which other things are understood.  
The concept of any grand narrative therefore,  is only the sum of its parts and if we try to 
analyse a unitary overarching  system, we may find ourselves working with a ‘monster’ that 
we feel that we can never overcome. 
There is only neoliberalism after all of the actants are traced and the networking is 
established.  This  recognition enables a shifting of  focus to particular practices or processes 
or agencies. 
To summarise, macro-actors are micro-actors seated on top of many leaky black boxes, 
They are neither larger, nor more complex than micro-actors; on the contrary they are 
of the same size and is we shall see, they are in fact simpler than micro actors….Macro-
actors are no more complex than micro-actors otherwise they would not have grown 
to macro proportions. (Latour & Callon, 1981) 
 
 
Neoliberalism and the Health Care System in New Zealand/Aotearoa 
Under the auspices of the economic reforms popularly known as ‘Rogernomics’  (with 
reference to Labour Finance Minister, Roger Douglas), the impact of the restructured health 
service  during the early years of the neoliberal project was  extensive (C. Hay, 1998). This 
move to the ideological stance of neoliberalism from the traditional political left effected a 
move from a 'public good'63 system funded and provided by the state, to a 'managerial' 
system framed within a business market  model. The establishment of a system that aimed to 
provide free healthcare to all citizens at the point of access (Social Security Act 1938), was 
replaced with a drive for reduced governmental intervention in healthcare, less centralised 
governance of healthcare, greater private provision, and the ethos of a competitive market 
                                                     
63 Public goods are goods that are both non-excludable and non-rivalrous. This means that individuals cannot be 






place. This shift  was designed to provide greater focus on rationalisation of services and  a 
drive for improved efficiency and value for money, whilst at the same time allegedly 
increasing  public choice and democratizing health care governance (Coburn, 2006).  
The devolution of  the administration of the public health service led to a decentralization of 
power and a  limiting of the jurisdiction of  the Department of Health.  The Area Health 
Boards Act (1983 No 134) was carried forward within a neoliberal framework by the Labour 
administration providing the establishment of 14 Area Health Boards that assumed public 
health responsibility, leaving the Department of Health with a diminished level of 
responsibility. The governance of  the  public health system had become a New Public 
Management (NPM) model64. Prior to this there was no requirement for performance 
orientated targets as long as the health facilities remained within budget.    
 
New Public Management and Managerialism 
The language of the New Public Management (NPM) structures in healthcare governance 
demonstrated an allegiance with neoclassical economics and words such as  efficiency, 
performance, accountability, choice, consumer and responsiveness, highlighted consumer 
sovereignty (Lewis & Moran, 1998).  This language endorsed the commercial focus of health 
and the  model of ‘managed competition’ was adopted (Hendry, 2003).  A neoliberal ideology 
views citizens primarily as rational consumers of public goods and health care, viewed as a 
commodity, becomes one of  these 'goods'.  
 
The introduction of  ‘managerialism’ brought with it  changes in authority and accountability 
in the management of  services with managers functioning as independent arbitrators in 
service delivery (McIntyre, Francis & Chapman, 2011). When factors such as risk 
management strategies, strategic planning, cost benefit analyses, and performance based 
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targets are taken from the world of commerce and industry they create market based 
behaviour within these public based facilities. Health care workers are no longer viewed as 
public servants  but as “self-interested actors responsible to the market and contributing to 
the monetary success of slimmed down state enterprises”(Steger & Roy, 2010: 12-13).  A 
neoliberal approach is focused almost wholly on economic growth and there is little if any 
acknowledgement of the connections and dependencies that exist between participative 
democracy, sustainability, social equity, and economic growth (McGregor, 2001).   
Consumerism 
Consumerism’  which is discussed further in Chapter 8, is a central discourse within the 
framework of corporate governance and when the principles  are applied to health  services, 
consumer choice and individual autonomy assume centrality (McIntyre et al., 2011). By 
eschewing the notion of ‘public good’ and fostering a culture of individualism within health 
care, neoliberalism has been charged with altering the culture of the health care workplace 
to the detriment of health care workers and patients.  “This seriously reflects the 
preoccupation of neoliberalism with consumerism and the acquisition of goods, and neglects 
to address society’s caring role” (Horton, 2007, p. 3). This evolution has been said to have led 
to changes in ownership of  knowledge with a focus on partnership between the provider 
(health professional) and the recipient (consumer), something that is viewed by many as a 
positive development.  Neoliberalism in healthcare has been bestowed with empowering 
users of the service, creating cost-consciousness in the use of state resources  and 
challenging the paternalistic tradition of the medical profession (Fitzsimons, 2000). There is  
evidence that consumer participation can lead to improved health care provision in some 
countries, but in New Zealand/Aotearoa a genuine resolve to create a seamless public health 
system/consumer interface was never fully effected (Coney, 2004). The infrastructure for 
increased participation does not seem to have been coordinated effectively, leaving the state 
without a strong national consumer voice or a systematic way of networking and information 
sharing.  Meanwhile, Government and health agencies were unable to communicate  





groups to participate in decision making and policy development within healthcare (Coney, 
2004).  
 
A Pre-existing Issue 
Many theorists, policy makers and non-governmental agencies (NGOs) have argued that the 
health service reforms were necessary, if not essential (Crampton & Starfield, 2004).  It is 
even suggested that the changes, far from being radical, were merely steps in an 
evolutionary process and that attempts to initiate change had been present long before the 
1980s neoliberal revolution.   In the decades leading to this wave of reform, reports of 
inconsistencies in health care quality and inequality in access to health care services were 
claimed to be creating  public and political concern (Gauld, 2008). This was a time when 
social medicine/public health  was being condemned internationally for being expensive and 
unsustainable (Easton, 2002) and there is no doubt that the shape of health needs was 
changing. For example, the leading causes of death had shifted from infectious diseases, such 
as tuberculosis and cholera, to non-communicable diseases such as heart disease and cancer. 
This was also an era where the public were  being introduced to a range of medical 
technologies  and an increasing market of pharmaceuticals of which they saw the benefits.  
A further perspective suggests that the health system established in the 1930s was far less 
progressive and comprehensive than it was ever claimed to be (Bassett, 1998) and that the 
changes introduced were never going to disestablish what could be considered to be a stable 
entity. This argument suggests that the vision of a free health system with universal access 
was never fully realised because of ongoing disputes between the medical establishment and 
governments. An example cited is that GP’s persistently resisted a move to a totally publicly 
funded model which they viewed as an obstacle to their entrepreneurial activities and 
income (Easton, 2001). Gauld (2009) debates that  this particular social experiment had in 
fact eventuated as a compromise between a two-fold mix of public and private health care 
subsidised by a series of measures collectively presented  as the General Medical Services 







A Nexus – Women need Midwives and Midwives need Women 65 
 
This landscape of shifting  societal values and the altering framework of healthcare at this 
time provided the backdrop for the development of activity in the network of maternity care. 
As the midwives in the 1970s and early 1980s had been fighting for their existence, the 
ideology of neoliberalism had been emerging. Specific elements of the neoliberal agenda 
were to provide the midwives with social and political ammunition that would enable them 
to end the punctualization that had rendered them disenfranchised as a profession for so 
many years. The 1983 Amendment to the Nurses Act  could ostensibly have represented the  
demise of midwifery. However, it served instead as a watershed, an obligatory passing point 
(OPP) refashioning the landscape of  maternity  by initiating a process of translation that was 
to have far-reaching effects.   
 
 The enrolment of actants in networks is never a neutral event. It involves the setting or re-
establishment of boundaries in order to grant agency to others. The decades following the 
attempted disestablishment of midwifery depicts an extremely dynamic period of activity as 
actants jostled for space, connection, recognition, engagement, and acceptance within the 
network. The midwives and their allies gained power and strength using a range of enrolment 
strategies to engineer the creation of a range of obligatory passage points that were to  
ensure a new and  more robust placement in the territory of maternity care.    In the early 
1980s  frustration was giving rise to increasing politicisation in the midwifery community  
which may have pre-empted  a move into a problematization phase within the network. 
However, other events within other actant groups were stirring simultaneously. The 
problematization phase of the translation process in ANT is one where one of the actants 
renders itself imperative to the others by using a variety of strategies to ensure enrolment. 
                                                     
65 The collaborative political activity described in this section, led the New Zealand College of Midwives to 
define the relationship between the midwifery profession and maternity consumer groups as ‘partnership’ and 





However, Latour (2005) in ‘We have never been modern’, states that the ‘chicken’ and the 
‘egg’ are separate static objects, ,’egg-chickens’ or ‘chicken-eggs’,  an argument that 
eliminates  the need for a  ‘which came first’ dialectic.  Action within the network does not 
necessarily emerge from the entity that is observed to act, but may occur as  a consequence 
of the  action of other co-located actants (Latour 2005).   It may be that the midwives 
induced the consumer groups into action or ,conversely, it may have been the birth activists 
that initiated the action.  The  potential for multi-agency activity is omnipresent within the 
network.  
 
A Changing Landscape 
The midwifery section of  the New Zealand Nurses Association (NZNA) was formed in 1969 by 
a group of  hospital based midwives who had formed a specialist interest group in order to 
publicly signify their separate status from that of nursing.  By the mid-1980s a diminishing 
number of midwives in practice and a rising birth rate challenged a service struggling to 
manage the increase in demand for its amenities and facilities (Surtees, 2003b). The service 
on offer was viewed as both inadequate and inappropriate, and this was particularly acute in 
rural areas (Hendry, 2003).  To compound this problem, nurses were unwilling to undertake 
the one year midwifery course on offer without funding.  Consequently, there were very few 
midwives registering in the midwifery programmes in the early 1980s (Hendry, 2003).  As a 
result of the unrest, some midwives forged political alliances in order to win support, or 
lobbied individual MP’s (Guilliland & Pairman, 2010).  
 
Simultaneously, the marginalized domiciliary midwives introduced in Chapter 6 were 
continuing to provide a continuity of care model to women who employed their services.  
The proposal by the Maternity Services Committee to bring them under the jurisdiction of 
the Obstetric Standards Review Committee was vehemently opposed by the Domiciliary 
Midwives Society (DMS). This Society was formed in 1981 and headed by the activist midwife 
Joan Donley. This group held onto their conviction that women deserved more than 
increasing medicalisation and determinedly maintained their right to practice homebirth and 






The alliance between women and midwives 
The midwives drew  closer to  a  position of critical mass as another actant assemblage, in the 
form of an alliance of  users of maternity services, threw their support behind the 
increasingly unified midwives. Influenced by the second wave of feminism, this collective 
were spurred into action to challenge the authoritative knowledge of medicine and to 
question why  their rights in relation to childbirth were being ignored (Papps & Olssen, 1997).  
Surtees, (2003) states that the second wave of feminism in New Zealand/Aotearoa 
encompassed a robust analysis of the medicalisation of the female body that included 
political wrangling “over the contested terrain of women’s bodies with regard to 
reproductive choices and fertility and abortion debates” (p. 29). This extended to birth 
territory in terms of choice of birth place and who should attend a labouring and birthing 
woman (Daellenbach, 1999b). During the 1950s childbirth educators had been aiming to 
empower women with antenatal education and had established the organisation, Parent 
Centre. Finally, the Homebirth Association in New Zealand/Aotearoa was formed in 1980.  
The supporters of the Home Birth Association formed the “Save the Midwives” consumer 
group ,which along with a small group of hospital based and domiciliary midwives, worked to 
seek a way of re-establishing midwifery ( Papps & Olsen, 1997; Guilliland & Pairman, 2010).  
 
A  definitive period of interessement  (Callon, 1986a) was now engaging as the aligning 
groups moved closer together, collectively placing them in a far stronger position to support 
the restructuring of the network.  The factions united to form a nexus between midwifery 
and women’s consumer groups. The combined forces in this largely female collective, led to 
the development of a shared vision for the future of the provision of maternity care.  The 
counter actions of the medical profession, such as producing a publication condemning 
homebirth as being unsafe for babies, only served to fuel the debate and increase the 
visibility of the Home Birth Association, and by association the midwives who supported and 
assisted with the practice (Fleming, 1994).   The pro-midwifery lobby organised themselves 
strategically to raise the profile of midwifery and to expose what they saw as the poor and 





speaking at appropriate meetings to lobbying politicians. In 1988 the NZNO66 Midwives 
section group went on to establish the New Zealand College of Midwives, “as a separate 
professional forum ...that provided a focus for midwifery to reclaim its identity.” (Pairman, 
2005, p. 52).  This effectively freed the midwives in the College to intensify the drive towards 
an independent profession. Midwives who had not been particularly politically aware or 
active, were suddenly working in regional groups to promote midwifery as a viable 
alternative to the mainstream obstetrically focused norm of the time ( Fleming, 1994). All of 
these actions contributed to maintaining a coherent and enhanced sense of professional 
identity and to galvanize the belief that change was needed (Guilliland & Pairman, 2010). The 
network was in full militating force at this time with enrolment in a powerful and productive 






The Medical Profession  and other Actants 
At this time other key players in the network were  struggling to contend with  the changes 
that were rapidly redefining  their position.  When the first Labour Administration took power 
in the post war era the medical profession was well placed to wield its authority. The 
government relied on the profession to provide the public with the latest medical knowledge 
that offered credence to the political management of the economy and social wellbeing.  This 
gave doctors a considerable power base on which to work and negotiate the best deal for 
their profession.  In secondary care, the funding that had flowed into the hospital sector 
during the aspirational age of social welfare had equally served to increase the power of the 
                                                     





medical establishment and to encourage  professional expansionism67 and medical 
imperialism68.  However, the  advent of neoliberalism, along with changing societal 
expectations, altered the standing of the medical profession wherever it fostered influence.   
 
The reining in of medicine  
It was  argued by some politicians that the welfare states established within a Keynsian 
framework had given the medical profession too much power under the protection of the 
state.  The healthcare systems under neoliberal governments, however, worked to eradicate 
the ‘nanny state’ ethos' encouraging and rewarding an individualistic, competitive and 
entrepreneurial approach that did not initially sit well with the conservative medical 
profession. This demanded radical decentralization and a user pays approach for all except 
the most indigent members of society.   By offering patients (who were now consumers) the 
right to inclusion in decision making around their treatments and therapies, the neoliberal 
values of modern consumerism seriously challenged medical hegemony (McIntyre et al., 
2011). The oligopolistic practices of doctors were contested as the reforms turned them into 
providers of care,  positioned  to meet  the needs of the ‘consumer’. The 1986 Commerce Act 
(New Zealand Government, 1986)  which enabled  doctors to advertise for the first time, is an 
example of the changing role and expectations of the medical profession occurring at this 
time. (Barnett & Kearns, 1996). Another example was the introduction of  clinics that were 
funded by corporate health care services; these interrupted the longstanding unwritten 
agreement preventing competition between medical practitioners  (J. D. Bell & Fay, 1991). 
 
It has been countered that medicine been subjected to a gradual process of erosion for  
several decades as a result of a changing more globalized world and economic impacts . 
                                                     
67 Professional expansionism is described as a deliberate attempt to increase the privileges and rewards of 
members within a professional group  (Rothman, 1979). 
68 As Zola (1983) states “medicalisation is a process whereby more and more of everyday life has come under 
medical dominion, influence and supervision” (p. 295). This could be applied to the incursion of medicine into 





Other critics have countered that  neoliberalisation in the healthcare setting is not necessarily 
opposed to medical dominance and that the neoliberal values of choice and partnership are 
no more than rhetoric offering justification for the continuing hegemony of medicine over 
healthcare (Benoit et al., 2005) In spite of this variance in perspective, it is generally agreed 
that there was a slow change in the perceived traditional  role of the doctor as an altruistic 
healer into an expert within a specific area of medicine. These changes can be seen to align 
with objectives more related to consumerism (K. Lane, 2006; Sandall et al., 2009). The 
consumerist approach to healthcare was also inevitably beginning to change the way that the 
public viewed medical practitioners. What had once been a service was becoming an 
‘industry’ as the health care discourse shifted from considerations of equity to those of 
efficiency. Meanwhile the new health consumers began to ‘shop’ around to find the right 
doctor/treatment/ therapy (Barnett & Kearns, 1996). 
 
The Cartwright Inquiry 
A further highly publicised event illustrates how the increasingly powerful voice of 
consumerism was working to  alter the previously deferential public perception of the 
medical profession. The Cartwright Inquiry (1988) followed a public scandal around the 
treatment of cervical cancer patients at a leading Auckland hospital. This was viewed by 
many as an affront to women’s health care provision. Feminist activists and women’s groups 
combined to campaign on the grounds that such paternalistic attitudes and behaviours could 
no longer be tolerated.   The Inquiry, which led to the public discrediting of Dr Herbert Green, 
and a broader admonishment of the hospital based health care system, led to 
unprecedented reforms in the health care system by protecting patient rights with 
legislation. It established a model of accountability to patients, through the establishment of 
the Health and Disability Commissioner, that  gained international attention. This incident  
militated women’s groups further to demand greater rights over their bodies and greater 
involvement in decisions regarding their health (Coney, 1988) and thus helped to fortify the 
case for greater involvement of  midwives in the women’s health care sphere of maternity. 
More recently the Inquiry has been held to account and suggestions have been levelled that  





from the Enquiry in fact  made little contribution to changes that were already in process 
within medicine and patient rights (Bryder, 2013).  These claims, however, have been refuted  
and the Cartwright Inquiry is still generally viewed as a watershed moment in terms of  
patient rights in New Zealand/Aotearoa (Mccredie et al., 2010). 
 
 
The Might of Political Will 
Within the context of ANT, any  successful process of translation is reliant on durability (Law, 
2007). Thoughts and actions may be  worthy and even valid, but they have limited power. In 
order to build a strong and resilient network that can sustain relations between the entities 
inhabiting it, durable materials such as a built environment or a text format are required.  
The Cartwright Report can be considered to be  one such stabilizing material entity, an 
intermediary that contributed to the evolving power base of the midwives in the 1980s. 
Another, the Nurses Amendment Act (DoH 1990), came about as a result of the enrolment of 
a major actant in the network with a determination to change the face of maternity care. 
The MP Helen Clark, who held the office of Minister of Health for the incumbent Labour 
government between 1987-1989, had established a strong relationship with the midwives 
and consumers, who had lobbied her for several years. She claimed to understand the issues 
and expressed concerns about women’s health more generally.  Clark recognized that 
maternity services and midwives were key players in providing women with alternatives to 
the existing status quo in maternity service provision (Abel, 1997). It was Clark in 1989 who 
proposed an amendment of the existing Nurses Act 1977, which could be more rapidly 
expedited than a “laborious and time-consuming full review of the Nurses Act”(Guilliland & 
Pairman, 2010, p. 31), in order to introduce the changes that she agreed were necessary. 
Simultaneously, Clark set out to explore the potential for the introduction of midwifery 
education programmes that precluded the need for a nursing qualification.  
The Nurses Amendment Bill was introduced to Parliament by Clark during its first reading in 
November 1989 and was mandated in law  as the Nurses Amendment Act  on 22nd  August 
1990. This Act mediated a very important obligatory passage point (OPP) within the network 
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of maternity care by  granting  the midwives the capacity to translate other actants in  a 
variety of chains of translation.  In many ways, the events that were to unfold created some 
unanticipated alliances and some unexpected losses within the existing status quo of the 
network.  
Ninety nine submissions were received in the consultation period of the Act, and submissions 
fell into two broad categories: “those supporting the Bill and indicating brief reasons for that 
support, and those supporting the principle of autonomy for midwives but raising specific 
concerns” (Mander and Fleming 2013: p. 6). The submissions represented an eclectic 
selection of organisations and groups with a broad range of opinions about the proposal.  
Those expressing greatest concerns came primarily from medical bodies such as  the New 
Zealand College of Obstetricians and Gynaecologists (RNZCOG) whose members were 
concerned that “midwifery care was not safe without medical involvement” (Guilliland & 
Pairman, 2010; p. 36), although in principle they did not appear to be wholly opposed to the 
introduction of midwifery as an autonomous profession (Exton, 2008). The New Zealand 
Medical Women’s Association and  the National Council of Women of New Zealand voiced 
concerns about the decision being a  cost reducing exercise (Exton, 2008).  Some midwives 
were also in opposition to the proposal suggesting that not all midwives interests were being 
met (Guilliland & Pairman, 2010).  The New Zealand Nurses Association, to which a 
considerable number of midwives belonged at the time, was wholly supportive of the 
severance of  midwifery from nursing at this time.  Yet the regulatory body representing 
nursing,  The Nursing Council, was vehemently opposed to the idea of direct entry midwifery 
education and  lobbied the Department of Health (unsuccessfully) to retain midwifery 
education under the jurisdiction of nurse education (Exton, 2008).  From a feminist 
perspective, it could be argued that these female gendered groups were all, in different 
ways, victims of decades if not centuries of patriarchal oppression. It is theorized that 
oppression can be  perpetuated by the oppressed when the oppressors divide them and pit 






From an ANT perspective this varying range of responses is wholly representative of the 
heterogeneous nature of  networks where nothing is ever quite as it seems, binary division 
does not exist, and there is no such thing as homogeneity.  Within a relatively short time 
period, the ‘nodes’ would reposition and previous adversaries quite possibly become allies, 
and vice versa. Certain actant groups may even be forced to leave the network, as was 
almost the case with midwives in earlier years. The differences in the network are “less 
interesting than the complete chain along which actions are distributed” (Latour, 1992, p.  
243). Key actants within the various groups were able to draw on cultural understandings 
around the nature of childbirth and the relationships of those engaged in the sphere of 
practice.  
 
The Passing of the Act 
The ensuing remodelling of midwifery following the Amendments to the Nursing Act (1990) 
was designed around the ‘Partnership Model’. This model aimed to ensure that the delivery 
of care was a collaborative affair, with women claiming ownership of the process (MoH, 
2007).  This far reaching reform  introduced a system that would enable midwives to work 
within a framework of continuity69 ( Guilliland & Pairman, 1995; Abel, 1997). Midwives were 
to be acknowledged as  experts regarding  normal birth and were effectively mandated to 
practice to the complete capacity of their role as defined within the Midwifery Scope of 
Practice70. This enabled them to  assume full  responsibility for  providing care for women 
                                                     
69 The Continuity of care model had been recognized as a way to forward the provision of maternity care 
internationally at this time.  For example, the report ‘Changing Childbirth’ (Dept of Health, 1993), that resulted 
from the work of an Expert Maternity Group that  included women using maternity services as well as health 
professionals, made demands for continuity of care in addition to choice in type of care and place of birth.  
70 The midwifery scope of practice states that  “the midwife works in partnership with women, on her own 
professional responsibility, to give women the necessary support, care and advice during pregnancy, labour and 
the postpartum period up to six weeks, to facilitate births and to provide care for the newborn. The midwife 
understands, promotes and facilitates the physiological processes of pregnancy and childbirth, identifies 
complications that may arise in mother and baby, accesses appropriate medical assistance, and implements 





throughout the antenatal, intrapartum and postnatal periods (MOH, 2007). They could also 
order laboratory tests, make referrals for ultrasound and obstetric consultation as well as 
prescribe prescription drugs within the parameters of the Midwifery Scope of Practice. These 
non-human entities conferred greater power and therefore status to the midwives, 
strengthening their position within the network.   The legislation supporting this process gave 
midwives in New Zealand/Aotearoa long awaited autonomy (Guilliland & Pairman, 1995). The 
fee-for-service71 payment which had been privileged by GP’s for many years was now 
available to midwives who could provide care ‘independently’72, or in a shared arrangement 
with a GP or obstetrician (Tully 1999). The Act opened the door to what was an almost 
exclusively women’s domain, which was to set a global precedence with a state-funded 
maternity continuity of care model, direct entry midwifery education, and eventually its own 
regulatory authority.  
 
A feminist narrative of magnitude 
                                                     
collaboration with other health professionals. Midwives have an important role in health and wellness 
promotion and education for the woman, her family and the community. Midwifery practice involves informing 
and preparing the woman and her family for pregnancy, birth, breastfeeding and parenthood and includes 
certain aspects of women's health, family planning and infant well-being. The midwife may practise in any 
setting, including the home, the community, hospitals, or in any other maternity service.  In all settings, the 
midwife remains responsible and accountable for the care she provides. The Competencies for Entry to the 
Register provide details of the skills, knowledge and attitudes expected of a midwife to work within the 
Midwifery Scope of Practice. Whereas the Midwifery Scope of Practice provides the broad boundaries of 
midwifery practice, the Competencies provide the detail of how a registered midwife is expected to practise and 
what she is expected to be capable of doing (Midwifery Council of New Zealand, 2010b) 
71 Fee-for-service (FFS) is a payment model where health care services are unbundled and paid for separately. 
Therefore the more treatments provided the greater the earnings.  
72 I use the term ‘independent’ with caution as in recent years the midwifery profession has been attempting to 
get the public to view midwives as part of an integrated maternity service. Midwives were never truly 
independent in New Zealand Aotearoa anyway as the term independent is legitimately reserved for those who 





On the surface this sequence of events  appears to represent a feminist narrative of 
magnitude. An oppressed group of midwives, supported by women’s groups and 
organisations largely managed by women and championed by a progressive female politician, 
re-establishing the midwife within a mainstream healthcare context.  In working together, 
the midwives and women had created  a hubris for a midwife-consumer relationship which 
was to provide the nexus for the ‘partnership model’ that was to become the defining 
philosophical and practical focus of the midwifery model of the future (Fleming, 1996). 
However, as identified, the unfolding of events that opened the ‘window of opportunity’ was 
in many ways serendipitous and  multiplicitous, involving a great deal more than simply 
feminist intent. The resurgence of midwifery as an autonomous healthcare profession was 
also  aided  by amongst other things, the political drive for efficient delivery and financing of 
services and issues of consumer choice that were the lynch pins of the market-led reforms.  
The Nurses Amendment Bill may have contributed to the rapidly emerging ideology of 
neoliberalism in maternity care, thereby assisting the commitment of the proponents of 
neoliberalism to open up the market place and to break professional monopolies in 
healthcare, as much as it met the needs of the feminist agenda (Daellenbach, 1999b). 
 
 
Neoliberalism a Paradoxical Ally 
There is no doubt that many  were supportive of the midwives who wanted to “regain their 
identity as midwives rather than nurses and control over their midwifery practice” (Pairman, 
2005). However, as Marx, once stated, the problem with perspective is that the development 
of society cannot be explained by viewing history as a product of a unitary set of values and 
beliefs (Marx & Engels, 1970).  
 
Throughout the 1980s a drive to improve the ‘major deficiencies’ related to the provision of 
healthcare had led to Treasury analysts arguing that the health service would not become 
more efficient until such time that the delivery of service was devolved to competing 
providers which it was believed would improve delivery of care and broaden consumer 





changes were being made to social security and social service provisions that were to change 
the assistance available, changes ostensibly to create greater self-reliance on the part of the 
individual and a reduced dependency on the state. When Helen Clark made the opening 
address at the New Zealand College of Midwives Conference in 1990 she stated that, 
When I became Minister of Health last year, I had the opportunity to do something 
about the injustice which I consider the loss of autonomy for midwives to be. ...I 
discovered surprising allies. Even the Treasury could see merit in increased autonomy. 
And if we look at the problem from the perspective of those officials who have been 
charged by Government with reviewing restrictions on practice which are in essence 
anti-competitive, there is certainly a strong argument to be mounted against the 
monopoly of registered medical practitioners in taking full responsibility for the 
supervision of childbirth” (Clark, 1990, pp. 2-3). 
Clark’s argument  (which had a clear focus on competition and the market), was that the  
granting of autonomy to midwives would decrease costs in maternity services, appended  
with the intention to provide a woman centred approach that would offer choices in 
childbirth.  This type of rhetoric was a signal to  maternity services to become more 
consumer-orientated.  It was an approach ideologically aligned with neoliberalism 
(Daellenbach, 1999b).  
 
Although the construction of gender, based on ‘partnership’ was used by both midwives and 
consumer groups as a discursive means of introducing radical reforms into maternity care, 
the choices that women now had were not just about gender but were also determined by  
the sweeping socio-political  changes of the time (J. McAra-Couper, Jones & Smythe, 2012).  
It would seem that both the feminist driven initiative that allegedly re-instated midwifery in 
New Zealand/ Aotearoa and the hegemonic model of neoliberalism were, if not  
amalgamating,  then being capitalized upon as a means to an end. The discourse of the new 
midwifery profession can be seen to bear testimony to this quasi ‘fusion’.  Fraser poses the 
question,  “Was it mere coincidence that second-wave feminism and neoliberalism prospered 
in tandem? Or was there some perverse, subterranean elective affinity between them?” 







The Emergence of a New Midwifery 
Although the allegiance between midwifery and neoliberalism did not necessarily represent a 
state of convergence within the network, it facilitated a translation that enabled midwives to 
realize a set of networked possibilities that created a change in status quo that represented a 
strong degree of  (possible) irreversibility73. Within this translation process, the midwives 
braced their position by utilising “professionalism as  an indicator of an independent 
profession”(Banks, 2007).  
 
The National Government that replaced the fouth  Labour administration in 1990, was to 
take neoliberalism even closer to its ideological imaginings by decreasing state intervention 
even  further and increasing reliance on the mechanisms of the market. The policies 
introduced in the Health Service during this administration set out  to improve both 
efficiency of, and access to, provision of care (Humpage, 2014).   A move from curative to a 
preventative  approach in healthcare was encouraged and this was to be achieved by placing 
greater responsibility on consumers by using the concept of individualism to foster a culture 
of self-help (Upton, 1991).  
  
In  1993 a series of further health sector reforms were introduced. The Department of Health 
became the more streamlined Ministry of Health;  the  Social Security Act 1964 (NZ 
Government, 2017) was repealed and replaced by the Health and Disabilities Services Act 
1993 (NZ Government, 2017); Four Regional Health Authorities’ (RHA’s) were formed and 
these purchased services from both public/private and non- profit providers; the existing 14 
                                                     
73 The concept of irreversibility illustrates how translations within actor-networks are made durable and  how 
they can overcome attacks from contesting translations (Callon, 1986b). The extent of irreversibility is 
dependent on  whether it is possible to return to a point  where a translation was only one among many and 
also the extent to which that particular translation determines subsequent translations. In reality, in ANT terms, 





Area Health Boards were re-configured into 23 Crown Health Enterprises (CHE’s) governed by 
a board of directors and managed by a Chief Executive (the CHE’s were expected to compete 
for funding, structured as for-profit organisations and subject to regular company law); and 
the public health services were dismantled and the Public Health Commission, a separate 
public health purchasing agency, was established. 
 
The District Health Authories(DHA’s) set out the terms and conditions that the RHA’s had to 
use to purchase maternity services from midwives, GPS and obstetricians. The neoliberal 
schema and its economic subsidiary of capitalism had provided the midwives with an  
opportunity for utilising the intermediary of market competition with the opposing actant 
groups in the network. Midwives were now private providers, able to offer a totally state 
funded service that was universally available at no direct cost to women.  
 
 
Self-employed business women 
According to Guilliland and Pairman (2010) midwives could now “utilise their full scope of 
practice according to the needs of women, rather than according to priorities of hospitals or 
the needs of employers” (p. 240). Women, as well as midwives, were granted autonomy in 
their maternity experience and encouraged to make choices around matters such as place of 
birth and pain relief in labour. However, as well as  being given the opportunity to promote 
the broad principles of a feminism, the midwives were now self-employed business women 
who could foster entrepreneurial aspirations in the changing and highly complex field of 
health care provision.  The 1990 Act triggered a significant departure of midwives from the 
hospital sector. The midwives in hospital lamented the significant reduction in their ability to 
practice their scope with normal pregnancy birth and post-partum period. When GP’s had 
been involved, their attendance during labour and birth tended to be short-lived as the 
hospital midwives would monitor the labour and call for the GP as the birth became 
imminent.  The new breed of self-employed midwives attended for the labour and birth and 





hospital based midwives who saw the advantages  of  working independently (M. Banks, 
2007). This addition to the self-employed workforce meant that there was greater market 
competition between the providers. Midwives were now not only in competition with their 
medical adversaries, but also with each other, heightening the  quasi-market position of 
providers of maternity care.  Guilliland and Pairman (2010) defend this outcome by claiming  
that it was necessary for a self-employed model to be initiated in order to expedite change to 
enable midwives to utilise their full scope of practice. They assert that midwifery autonomy 
would not have been achieved if midwives had remained employed by CHE’s.  
 
Turf wars and matters of finance 
The   ‘turf wars’  between doctors and midwives (Henaghan, 2012), that took place in the 
1990s  were reminiscent of the turf wars discussed in Chapter 5 during the 16th Century 
between the midwives and the men-midwives/barber surgeons, with the exception that 
many GP’s were now women.  Gender related issues feature strongly in both and  the 
weightier epistemological questions relating to whose knowledge and skills counted at an 
authoritative level was still a powerful argument in the 1990s. However, at this time there 
was an important additional focus on matters of finance, a mediator that  added another 
dimension within the  network, and a factor that was purportedly present to assist the 
midwives in the climate  of  enhancing cost-effectiveness and efficiency.   However, in 
addition to having greater autonomy in a  primary care based, self-employed capacity and  
carrying a case-load, there were personal  financial advantages for midwives  over their 
hospital based colleagues at that time74.   
 
The Nurses Amendment Act enabled midwives to access the same maternity benefits fee 
                                                     
74 In New Zealand there is no mandated minimum or maximum  caseload size. Although NZCOM have always 





schedule as doctors75.  This was furthered by a review of the Maternity Benefits Scheme by 
the Department of Health in 1992 where a decision was made  to pay an hourly rate for care 
in labour. As midwives were spending considerably longer periods of time with labouring and 
birthing women, the tribunal outcome inevitably weighed in favour of midwives.  The NZMA  
threatened a judicial review and eventually four Regional Health Authorities  assumed 
responsibility for a project on maternity services that set out to create an integrated 
maternity services framework. This would eventually lead to the important development of 
minimum service specifications for maternity in the form of the 1996 Section 51 Notice.  
Many GP’s chose to abandon obstetric provision at this time and there was continuing  
conflict between the providers.   The ending of the monopoly of the medical fraternity over 
childbirth in the context of the market based reforms gave midwives opportunities that they 
would almost certainly not have been privileged to have without the advent of neoliberalism,  
with midwives increasingly able to take advantage of  the ideology of competition and choice. 
(Tully, Daellenbach, & Guilliland, 1998, p. 48). 
 
From training to education 
The concept of the market place also pervaded the education and educational experience  of 
midwives. Midwifery training76 (which was only available to nurses)  had already moved from 
the field of health service delivery into tertiary education following the Carpenter Report of 
1971(Gilkinson, 2013). Throughout the 1980s and 1990s the institutions offering midwifery 
training were in the throes of their own neoliberalisation. This action demonstrates how the 
chain of translation in Actor-Network Theory is acted out within the network at a meta-level, 
with the narrative of neoliberalism in health connecting with the same ideological 
                                                     
75 The fee-for-service was claimed from the Department of Health as part of the Maternity Benefits Scheme 
introduced by the Department of Health and not directly from the users of the service.   
76 The words training and educating are frequently used interchangeably with reference to healthcare practice. 
However, although both can be used within preparation for practice, there are distinct differences that should 
be addressed. Training gives the skills to do something rather than know something. Education provides the 





methodology within an  educational context.  Student midwives were now additionally 
required to self-fund their education, which reinforced their need to become ‘business 
women’ as many now had to find the optimal means of  repaying their student loans 
(Surtees, 2003b). The first direct entry midwifery programme offering a Diploma level course 
was established  at AUT in 1992 and it was followed shortly afterwards by a Bachelor of 
Midwifery at Otago Polytechnic.  Gilkinson (2013) suggests that the New Zealand tertiary 
sector was  following an international trend where education is commoditised and regarded 
as “an economic industry”(p. 21).  
 
Section 51 and the introduction of the LMC 
Although they had increased their presence within the network, the positioning of midwives 
remained tenuous and contingent.  Throughout the  first half of  the 1990s the midwives had 
to remain vigilant as other actants jostled to reclaim what they considered to be their rightful 
positions and reinstate their own interests.  Under Section 51 of the Health and Disability 
Services Act 1993, which came into effect in July 1996, maternity care funding was reformed 
to a fixed-fee-system77 instead of the previous fee-for-service payment. The negotiations that 
took place to implement the Notice  between the RHA’s,  providers, consumers and CHE 
representatives were lengthy, contentious and at times rancorous.  The inter-professional 
rivalry was heated and highly public with media taking full advantage of the drama unfolding 
in their reporting (Tully, 1999).  
 
Section 51 fortified the position of the midwives with the introduction of the Lead Maternity 
Carer (LMC).  Guilliland, (1999) refers to the introduction of the LMC as the 
recommencement of autonomous practice for midwives. The LMC, who was to be either a 
midwife, a GP, or an obstetrician, was expected to provide full provision of care, throughout 
the pregnancy,  intrapartum, and postnatal period. LMC’s  were to be paid for care in a 
modular format inclusive of episodes of care.  The module fees were seen as a means of  
                                                     





cost-cutting on the part of policy makers78 (Bryder 2014) and  thus met opposition from 
many different groups. It was however, the proposal of a continuity of care model coveted by 
many midwives, that was the major cause of contention.  Midwives, unlike GP’s (their chief 
competitors in the market), were in a position to provide a comprehensive package of care 
throughout the childbirth continuum. Direct entry midwifery education was already 
preparing  students to be  practitioners who could provide continuity of care (Surtees, 2003). 
The NZMA rejected the Section 51 Notice and a number of GP’s chose to boycott the scheme 
whilst others began charging women for their services outside the remit of  Section 51.  The 
College of Midwives found itself facing criticism from doctors, and also from members of  
their own profession. In spite of the placations from NZCOM that this was a temporary but 
necessary measure on the journey to autonomy, many midwives were disappointed by the 
payment specifications which they saw as impacting on their income. Guilliland, as the CE of 
NZCOM, urged members of the College to support the philosophy underlining Section 51 as a 
means to achieve complete autonomy by providing ‘equal pay for equal work (Surtees, 
2003).  Meanwhile the doctors established a Joint Maternity Working Party, which excluded 
midwives. It was suspected that the RHA’s were working with the doctors to develop a 
proposal to alter the current specifications to favour their members more by bringing back 
the fee-for-service payment model as well as other introductions that would give favour to 
doctors. After considerable and lengthy political wrangling, in June 1997 the NZMA notified 
its membership that it must decide to accept or reject the Section 51 Notice. Rejection would 
mean being unable to claim payment for any maternity service provided.  A compromise was 
eventually reached that meant that doctors would receive a specified birth fee but they 
remained in opposition to the capped modular fee on offer.  The College of Midwives in turn 
opposed the specified birth fee.  Nonetheless, in February 1998, a compromise was achieved 
and a new Section 51 Advice Notice was issued to take effect from March 1st 1998. 
                                                     
78 For example dealing with the issue of  ‘over-servicing’, where if the woman had appointed more than one 
caregiver, such as a GP and a midwife, both could claim payment on the existing payment schedule. Under the 







Guidelines for Referral 
The dealings evolving in the last few years of the 20th and the early 21st century demonstrate 
a tangible shift in the  focus of  midwives, but also those of the other  human actants.  The 
fighting on the political battleground appeared to move closer to the negotiating table and 
there was an increasing emphasis on improving the quality of maternity care within the 
legislative framework. For example, in 1997 a major achievement was grasped with the 
publication of the  Guidelines for Referral to Obstetric and Related Specialist Medical 
Services79. The implementation of the guidelines was not without challenge as they were 
frequently  used as ‘policy’ or ‘rules’  which precluded the rights of the woman to be involved 
in the decision making processes. However, the guidelines were reviewed again in 1999 with 
a stronger consumer input and in 2000 the guidelines were attached to the Section 88 
Maternity Notice following the passing of the Public Health and Disability Act (2000).  In 
addition to providing the referral guidelines, Section 88 specifies all aspects of services to be 
provided by LMC’s; identifies quality indicators and processes; sets out prices and payment 




Midwifery Council of New Zealand and Regulatory Requirements 
In September 2004 the Midwifery Council of New Zealand assumed regulatory responsibility 
for midwives as it was handed over from the Nursing Council of New Zealand. This action 
followed the passing of the Health Practitioners Competence Assurance Act (HPCAA) (MoH, 
                                                     
79 The guidelines were the result of three years of consultation and negotiation between RANZCOG, NZMA, 
RNZGP and the Paediatric Society as well as the NZCOM and RHA’s. What began as a “risk list approach to 
maternity care” (Guilliland and Pairman 2010) was shaped into an evidence informed  list of criteria that would 
constitute referral with informed consent explicitly included. This document represented a significant step 





2003) exactly a year earlier in September 200380. Section 11 of the Act states that  the Act is  
“...responsible for the protection of the health and safety of women and babies during the 
childbirth process by providing mechanisms to ensure that midwives are competent and fit to 
practise midwifery”. In accordance with the HPCAA, the MCNZ was required to define the 
midwifery scope of practice and to establish the requirements for practice. They also 
developed a set of core competencies that every midwife would be required to meet in order 
to register as a midwife in New Zealand/Aotearoa.  With the establishment of its own 
regulatory body, the final structures were put in place to fully ratify autonomous midwifery 
practice  in New Zealand/Aotearoa. The HPCAA (2003) replaced the Nurses Act (MoH, 1977)  
and the amendments of  other pieces of health professional regulatory legislation81 in order 
to position midwifery  on an equal footing with  other health professions. Once again the 
positioning of the players within the network conspired to make this happen and the status 
was conferred in an opportune manner, as the events leading to the passing of the HPCAA 
had provided a framework for the regulation of many groups of health practitioners including 
midwives.  
                                                     
80 The primary purpose of the Act is public safety public which is achieved by ensuring that all health 
practitioners are competent and fit to practise their professions. This aim is supported by the following 
mechanisms: 
 Scopes of practice describe and define the boundaries of each profession. 
 Professional competence has to be proven in order to register as a health practitioner. 
 Evidence of continuing professional competence is required when a health practitioner applies for a 
practising certificate in order to be able to continue to practise. 
 A Regulatory Authority can suspend a practitioner's practising certificate, impose conditions on a scope 
of practice or alter a practitioner's scope of practice. (Ministry of Health, 2015.)  
81 Medicines Act 1981 
Medicines Regulations 1984 
Misuse of Drugs Act 1975 
Misuse of Drugs Regulations 1977 
Privacy Act 1993 
Health Information Privacy Code 1994 






Scope of Practice 
Once the regulatory body was in situ, the Midwifery Scope of Practice was introduced in 
2004 after a period of consultation with stakeholders, including consumer and medical 
groups. The Scope of Practice provided the legal definition of midwifery practice where 
midwives are expected “to give women the necessary support, care and advice during 
pregnancy, labour and the postpartum period up to six weeks, to facilitate births and to 
provide care for the newborn”(para.1)82  All midwives were now enforced to  be registered 
for practice with MCNZ. They had to hold an Annual Practising Certificate (APC) and had to 
submit a declaration of  meeting MCNZ requirements to practice and this meant meeting the 
competencies for practice decreed by the MCNZ83.  In accordance with section 41 of the 
HPCAA, midwives were now  mandated by the MCNZ to demonstrate sustained competence 
by completing a recertification programme over a three year period84  In 2008 MCNZ 
                                                     
82 This means that midwives must retain the ability to work across the scope  and be able to demonstrate this as 
part of their recertification requirements.  
83 The Competencies for Entry to the Register are: 
Competency One:  
The midwife works in partnership with the woman/wahine throughout the maternity experience 
Competency Two:  
The midwife applies comprehensive theoretical and scientific knowledge with the affective and technical skills 
needed to provide effective and safe midwifery care 
Competency Three:  
The midwife promotes practices that enhance the health of the woman/wahine and her family/whānau and 
which encourage their participation in her health care 
Competency Four:  
The midwife upholds professional midwifery standards and uses professional judgment as a reflective and 
critical practitioner when providing midwifery care 
84 Over a three year period participants are required to: 
 Make a declaration of competence to practise within the Midwifery Scope of Practice 
 Competently practise across all areas of the Scope 





introduced amendments to the educational requirements of midwives. In order to be 
deemed competent to practice across the Scope of Practice, midwifery students had to 
compete a programme of education approved by  MCNZ and pass the Midwifery Council 
Midwifery Examination85.  From 2007 all graduating midwives  were expected to complete a 
government funded Midwifery First Year in Practice (MFYP) Programme86 and this became a 
compulsory requirement  in 2014.  
 
 
The Trojan Analogy 
In the vernacular of ANT, the lid on the black box was closed a little further as midwives in 
New Zealand/Aotearoa were conferred as autonomous and  independent health care 
professionals, with their own regulatory body and their own regulatory requirements.  The 
network of maternity care during the turbulent years in the run up to the  HPCAA is a very 
clear example of the self-serving nature of  actants within the network. In spite of the fact 
that the underlying political intent of neoliberalism seemed  far removed from the declared 
socialist  feminist principles,  the midwives utilized the ideology of neoliberalism to ensure an 
effective translation could occur.  The narrative of the Wooden Horse of Troy is an analogous 
                                                     
o Complete all compulsory education including 
o A two hour adult CPR session annually 
o two hour neonatal resuscitation session annually 
o A two day technical skills workshop once every three years 
o A four hour breastfeeding workshop once every three years 
 Complete a minimum of 50 points of elective education and professional activity 
 Participate in a Midwifery Standards Review (MSR) 
85 During a three year degree programme the students have to complete a minimum of 4800 hours with 50 % in 
practice and at least 40% in midwifery related theory. They also have to undertake a designated number of 
antenatal and postnatal checks, labour and birth care and newborn assessment.  The must also participate in 
the care of at least 40 women experiencing complications during the childbirth continuum. 
86 This includes a mentoring component, practice component and educational component as well as an 





means of framing the events that unfolded to secure the position of the midwives in the face 
of the long term resistance of the medical, nursing and other groups87. Whether they were 
primarily manoeuvring with intent or simply employing a serendipitous opportunity, the 
midwives successfully engaged with  a figurative Trojan Horse in the shape of  the neoliberal 
project in order to transfigure the network at the time. Midwifery had used the might of 
neoliberalism to achieve its own end and in so doing had broken the medical monopoly over 
childbirth in the competitive market oriented domain of maternity care in this new epoch.  
However, although the midwives may have emerged as the ‘victors’, they remained 
circumspect, still concerned that at the first opportunity the doctors would disenfranchise 
midwifery and attempt a return to the former status quo in the form of another chain of 
translation (Guilliland & Pairman 2010).  Midwifery could not permit this hard won battle to 
be lost again and, as their position strengthened, they ostensibly retreated to some extent  
from the neoliberal project to give their full attention to the ‘professionalisation project’  
(Pairman, 2005) as the next strategic step in the punctualization of their near88 hegemonic 
stance in the network of normal childbirth. However, yet again the confounding nature of the 
web effect that creates networks was to draw the concepts of neoliberalism, feminism and  
professionalism into the affray as related, rather than wholly different, concepts. 
 
 
The Professionalisation Project 
                                                     
87 The story of the Trojan horse is one of stratagem and opportunism. In the story, enshrined in the poem by 
Virgil, after a unproductive siege of many years, the Greeks built a colossal wooden horse and hid an elite group 
of warriors inside it. The remainder of the Greeks pulled away leaving the horse at the gates of the city and the 
Trojans pulled it into their walled city as an emblem of victory.  Whilst the citizens of Troy were sleeping, 
however, the warriors inside crept from the horse and opened the gates to allow the remainder of the Greek 
army access. The Greeks then entered the city of Troy and conquered it.  
88 Latour  (2005) is critical of the concept of hegemony as being too often “confused with a  postmodern 
emphasis  on  the critique of the ‘Great Narratives’ and Eurocentric standpoint” (p. 11). He therefore challenges 





The flurry of regulatory action that occurred in the period following the inauguration of  the 
MCNZ, as outlined in the previous pages, was providing the metaphorical roof for the 
professional abode of  midwifery that  the members had been building for some decades.  In 
so doing they were further securing their hard fought position, now using the concept of 
professionalism as a mediator, to further influence the relationships within the network and 
to reshape the network boundaries again.  The aspiration to win professional status and thus 
gain professional autonomy, was in many ways the driving force of the midwives and the 
desired professional identity of midwifery was viewed as an important factor in the 
reconfiguring of the network. In her doctoral thesis, Pairman (2005) acknowledges that the 
move towards the professionalisation of midwifery was intentional and strategic.  
 
Professionalism, which refers to the internalisation of the values and practices of the 
profession by its members (Freidson, 1994), is said to create a means of articulating 
standards, competencies and ethics.  It is also the means by which an occupational group 
keeps its social contract with society (Belar, 2013).  It was important for the midwives to be 
able to articulate a clear sense of professional identity in order to gain kudos and maintain 
credibility. Professionalisation was therefore a  key strategy in operational terms and 
professionalism a lynchpin in maintaining the tenure of midwifery in the network of 
maternity services.  
 
Defining Professionalism 
Professionalism is a concept that is contextual, provisional and not easy to define ( Fox, 1992; 
Englund, 1996; Hargreaves & Goodson, 1996; Evetts, 2011). As Freidson (1994) states, “much 
of the debate about professionalism is clouded by unstated assumptions and inconsistent 





groups have  body of knowledge and skills that demonstrate a level of expertise89 or 
competence90 that is societally endorsed and where they gain  financial reward   from the 
application of this knowledge ( Freidson, 1994; Fournier, 1999; Tully, 1999; Timmons, 
2011;Evetts, 2013).  
 
Characteristics of Professional  Groups 
The definition above can be further broken down into elements that are generally  accepted 
to signify  ‘professional’. These include: autonomy, specialised theoretical knowledge, the 
existence of professional norms, competitive selection procedures, specialised education and 
credentials, altruism based around  a code of  conduct and ethics, a regulatory framework, a 
disciplinary system to deal with those who break standards, public recognition and trust, and 
lifetime careers ( Andersen & Pedersen, 2012) .  However, this list of  characteristics is 
subject to change according to contextual and societal need. For example,  self-regulation  is 
not carried out in the same way that it was in New Zealand/Aotearoa in the wake of the 
Cartwright Report discussed on p 138. In principle the professional bodies do still self-
regulate, but the reforms of the  Health and Disability Act  (1994) and the HPCA Act (2003) 
have led to the introduction of a co-regulatory model with more lay participation and 
external monitoring (Patterson, 2010).  
 
 Evetts (2013) suggests that the line between profession and occupation is now less defined 
than ever and that any analysis of either needs to be performed with regard to the other as 
they share many common characteristics.  The question of which occupational group 
qualifies as a profession is wide open to dispute with some researchers shying away from 
                                                     
89 Ehrenreich and English (1973) point out that expertise has traditionally been confused with professionalism 
which they claim is a misleading assumption.  However, Fournier (1999) suggests that although expertise is not 
synonymous with professionalism, it partly acquires its authority through professionalism. 
90 The term competence is often  broadly used for representing knowledge, skill, attitudes and the experience 






offering a definition of profession, preferring to list what they consider to be relevant 
occupational/professional groups (Aldridge & Evetts 2003). For example, (Freidson, 1988) 
suggested that such a specific definition of profession based around ideology justifies 
inequity in the  status and social closure between occupations.  
 
 
A Brief  Theoretical History of  Professionalism 
Much of the analysis of professionalism and professionalisation is presented from a ‘power’ 
perspective.  The earlier sociological views of professionalism were largely viewed from a 
functionalist perspective, represented in the work of Durkheim (1997), where the professions 
were viewed as entities that embodied strong social values and so would perform as 
respected intermediaries between the population and the state, thus  giving them 
considerable status and control.  This categorisation of professionalism, often referred to  as 
‘classical professionalism’, is generally used to  describe the ‘original’  status professions of  
divinity, law and medicine (Hughes, 1963). These groups, who eventually granted entry to  
other occupations such as accountancy and engineering, were granted legitimacy  by the 
jurisdiction to license and regulate the entry to the profession and the activities of their 
members. Freidson (1994) viewed the professions as a pivotal, apolitical mechanism within 
society and accredited those working within these professions with having altruistic notions 
of ‘service’. It was assumed that such ‘service’ was sanctioned by society, free from ideology 
and accepted as being of mutual benefit to the practitioner and the client/patient (Tully, 
1999). 
 
Post professionalism  
A ‘post-professionalism’ perspective emerged  in the 1970s reflecting a major shift as 
sociological conflict theory began to play an active role.  Additionally,  professional individuals 
and groups were being subjected to claims of incompetence and corruption which 
undermined public faith (Saks, 2015). The theorists now turned to Neo-Weberian and Marxist 





classical version of professionalism (Larson, 1977; Evetts, 2011).   A neo-Weberian analysis of 
professionalism is centred on market conditions and how professions exploit expertise to 
gain social and financial benefits (Larson 1977).   Neo-Weberians theorise that professions 
were institutionalized and monopolistic and that  members used the cloak of professionalism 
in order to protect and enhance their power base (Grossman, 2004).   This Marxist, Neo-
Weberian ‘power approach’ position challenged the existing status quo of classical 
professionalism, claiming it to be an  Anglo-American hegemonic perspective and that some 
professional groups were self-serving and elitist (Larson, 1977; Freidson, 1970; 1988).  
 
New  Forms of  Professionalism 
In the last few decades, significant socio-political changes resulting from a range of 
phenomena including the rise of neoliberalism, gender transformations in the workplace and 
changing societal expectations,  have led changes in what would constitute ‘professional’.  
Societal developments have encroached on the traditional perspectives of professionalism, 
with many professions finding occupational control of their work and discretionary decision 
making increasing difficult to maintain and sustain (Evetts, 2012). Members of professional 
occupations have shifted into organisational employment and large commercial companies 
where it is more difficult to maintain a strong degree of occupational control.  This has been 
compounded with the introduction of public/private structures in the form of   PPP’s91 and a 
call for the professionalisation of roles in the voluntary sector in the shape of charities and 
non-governmental organisations (NGOs) (Langer & Schrőer 2011)92.   
 
These changes  have  led to the rise of different brands of professionalism such as 
bureaucratic or organisational  professionalism, which is based around managerialism and 
the so-called “new professionalism”.  Regulation is externalised and target setting and 
performance review play an important part in the framework.  New Professionalism (NP) is 
                                                     
91 See page 130 





the most recent contender in the  professionalism stakes and it has been adopted by many 
occupations within the public service sector. New professionalism been heralded as a 
horizontal rather than a hierarchical form of professionalism with shared values and 
accountability and a collaborative stance between professional groups.  NP is typified by  
client education and empowerment, ongoing reflection on practice, partnership,  choice, 
emotional intelligence, collaboration, and patient/client  centred care. Light (2010) argues 
that new professionalism is couched (in large part) in terms of three central criteria. A shift 
from a training and licence model of accountability to a competency/performance based 
model; a move away from self-regulated trust towards a form of informed trust based on 
standards competency and performance; and a new team approach model of  professional 
work. These changes are said to herald “a systematic attempt to further embed principles of 
buyer-dominance into the field of statutory health care”   and of exchanging autonomy for 
accountability (Saks, 2015). Somewhat ironically, it would appear that at the time that 
midwives were re/claiming autonomy, there was a move away from this towards public 
accountability.  
 
Professions and occupations 
The midwives in New Zealand/Aotearoa had sought to progress  from ‘occupation’ to 
‘profession’. They observed obstetrics, as a branch of medicine and therefore part of a  
‘status profession’, being used as a yardstick against which  the other health related 
occupations in maternity care  were measured  in terms of  importance and public standing 
(R. J. Surtees 2003b).  In the years preceding the re-establishment of midwifery practice in 
New Zealand, midwives, like nurses, teachers, and social workers, were classified as  semi-
professional workers. The work of these semi-professional groups was perceived to be less 
autonomous than the work of the higher status professions; these latter professions were 
deemed to be more exacting in terms of gaining entry, thus demonstrating strong 
occupational closure (Abbott, 1988). However, as  early as 1963, Hughes was suggesting that 
the differences between professions and occupations were differences of degree rather than 
kind.  Likewise Freidson (1994) identifies the notion of profession as being  entirely  





remunerated.  Although the idea that only traditional  professions carry out expert work 
associated with a  specific epistemological and ontological foundation continued to pervade 
the common perceptions of what constituted professional, the gates were certainly  opening  
to allow  through a much broader range of professions. 
 
Each occupational/professional group had  its own vested interest and interpretation. It is 
speculated that this is because the concept of professionalism did not develop as a 
homogenous system, but  resulted from  different trade groups going through their own 
processes to reach their  own idea  of professionalism, irrespective of  their  relationship with 
other  occupational groups (Freidson, 2001). Proponents of ANT would argue that this was 
unlikely because in actor-network theory, everything is relational (Callon, 1986a; Law, 2011).  
Yet the viewpoint that the need of a secure and privileged place in the evolving economic 
world of  capitalism had  led middle class occupational groups to seek professional status  
(Freidson, 1976) appears to fit comfortably within an ANT framework . This action resulted in 
the establishment of credentialing and training institutions thus bringing the market into line 
with  the process of professionalisation (Freidson, 1983).  
 
 Hafferty, (2006) describes professionalism as a “zero sum game” (p. 193). That is, in order 
for one group to attain or increase professional status, the gains of one group needs to be 
compensated by the losses of others.  This at first glance could be applied to the state of play 
in maternity care over the ages, with the on-going reshaping between the various actants 
resulting in territorial disputes termed as ‘turf wars’.  However, again, this perspective 
suggests an acceptance of a hierarchical approach, that is, power being exerted over one 
group by another. In ANT the changing state is seen as resulting from relational activity 
within the network that leads to the transformation of hybrid collectives into coherent 
networks (Callon, 1986b).  Any re-shaping of the network is achieved by “funnelling, 
reframing or mediating the concerns of several actors into a narrower passage point” (Duim, 
Ren, & Jóhannesson, 2012, p. 235), and an advocate/mediator defines the identities of the 
actants.  This consequence is evident in  the  territory of maternity care provision in Aotearoa 





the significant mediating presence was the concept of neoliberalism and the enrolment of 
the groups that utilised the ideology.  
 
 
A New Professionalism for Midwives  
“The central tenet of New Zealand’s midwifery professional identity is that midwifery is the 
partnership between women and midwives” (Pairman & Donellen-Fernandez, 2015, p. 275).  
 
During the renaissance of  midwifery in New Zealand/Aotearoa from the 1970s onwards,  
midwives purposefully reconstructed their collective role as a  professional practice by using 
the concept of partnership (Guilliland & Pairman, 1995a; Tully, 1999; Pairman, 2005). From 
the early days when the activist midwives and consumer groups  combined forces in an 
endeavour to usurp the powerful mandate of the medical profession, the concept of 
partnership was mooted and it was  given primacy after 1990 when the partnership model as 
defined93 by Guilliland and Pairman (1995) was published in the first Midwives Handbook for 
practice (NZCOM, 1990).  The midwives  viewed ‘new professionalism’ as a model that could  
provide a legitimate professional framework to build capability to articulate their value and 
their  contribution to  health care and society as a whole (Guilliland, 1999).  
 
Professionalisation as a gendered concept 
                                                     
93 The defining features of the partnership model were:- 
 pregnancy and childbirth are normal life events. 
 midwifery’s primary professional role is with women experiencing a normal pregnancy, labour, birth 
and postnatal period. 
 Midwifery provides women with continuity of caregiver throughout her childbearing experience. 
 Midwifery is woman centred  (Guilliland & Pairman, 1995a). 
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Evetts (2013) argues that professionalisation and professionalism are historically gendered 
concepts. She proposes that the part played by neoliberalism is  an important reason for the 
increase in the stature  of  certain  occupational groups; that the ideology has led to 
unprecedented opportunities for specific female-dominant occupational groups such as  
midwives and social workers.  The willingness of the midwives to take on the façade of the 
free market in order to compete with GP’s and obstetricians within the sphere of maternity 
care was viewed enthusiastically by the professional administrators and bureaucrats in the 
Department of Health. The midwives held the capacity to challenge the monopoly of the 
medical profession and it was therefore in the interests of the Department of Health 
managers to take on a mediation role and support the strengthening of the position of 
midwifery in the network. Kutinova (2008) states that the government at this time financially 
favoured midwives over doctors in the field of maternity care. This argument is based around 
the belief  that  the state is requisite in order to licence professions and will only recognise a 
profession when it suits their purposes (Abbott, 1988; Larson, 1977). However, this was not 
about power in a traditional hierarchical sense but was concerned with the relational 
interests of quite disparate groups. At the time that the midwifery professionalisation project 
(Pairman, 2005) was being  planned, some feminist scholars urged a cautionary approach in  
the  claiming of  professionalism (Davies 1996; Dillabough, 1999; Glazer, 1990).  Davies 
(1996) wrote that the specific historical and cultural construction that was based on male 
values fit uneasily with the newer and more feminized professions.  
Unlike other groups, such as teachers and social workers who had adopted the concept94   
(Hargreaves, 1994), the midwives unsurprisingly chose to utilise the theory within the context 
of a feminist framework. Pairman (2005)  describes the model of midwifery in New 
Zealand/Aotearoa as a “new form of professionalism whereby a partnership is formed 
between the woman and the midwife” (p. 65).  The ‘new’ professionalism was to purportedly  
lead to a state of  equity and reciprocity between midwife and woman within the relationship 
94 New professionalism is recognized to have  garnered particular interest amongst practitioner workers within 





with both viewed as “making contributions that are essential to a successful relationship and 
to positive outcomes for the mother and her baby”(Pairman, 2005, p. 14).   
 
New professionalism or de-professionalising?  
The concept of “new professionalism’ has been held to account by many and critics have 
suggested that it is a cosmetic exercise and even a ‘road block’ in the process of genuine 
professionalisation. (Timmons, 2011).  The concept of new professionalism with a focus on 
commercialism and  quality has inevitably been aligned with neoliberalism and marketization 
(Evetts, 2011). It has been proposed that the  liberalising meaning of professionalisation and 
its offerings of autonomy has altered its position to be even more focussed on regulation and 
accountability (Hoyle and Wallace, 2005; Timmons, 2011). This has led some theorists to  
suggest that ‘new professionalism’ is more akin to a de-professionalisation process and has 
even been hijacked as a form of occupational control (Muzio & Kirkpatrick, 2011).  Evetts 
(2013) views professionalism as an ideology of controls  used to “Convince, cajole and 
persuade employees, practitioners and other workers to perform and behave in ways in 
which the organisation or institution deem to be appropriate, effective and efficient” (p. 
411).    
 
The concept of new professionalism in midwifery would seem to be comprised of a hybrid 
blend of liberal feminism and neoliberalism.  Evolving from the perspective of a woman-
centred  ethic of care it embraces values such as  individual choice and autonomy that allow 
women to ‘choose’ to be healthy and productive, whilst also leading to a reduction in 
demands of the state as women govern themselves and each other.  
 
Surtees (2003) suggests that the wider networks of  disciplinary and professionalised power, 
surveillance and (self) regulation are the tools of  an overarching neoliberal approach to 
health care in New Zealand/Aotearoa. The  ideological premise of  partnership as a feminist 
concept  can equally  be applied  to the rhetoric of  ‘inclusive’ neoliberalism, when it extols 
the use of policies that promote opportunity, empowerment, and security.  Whilst still 





suggested, is a form of ‘wolf in sheep’s clothing’, that seeks to “re-embed and legitimate a 
liberal social and economic order” (Porter & Craig 2004), without addressing the true causes 
of social injustice and inequality.  The neoliberal project was closely aligned with the concept 
of partnership and this was particularly so in healthcare with a focus on partnership between 
the provider and the consumer.  It could therefore be construed that neoliberalism and 
feminism had found another point of synergy  in the domain of  the professionalising of 
midwifery.   
 
The contemporary midwifery professional identity 
Professional identity is recognized to be a tenuous concept, but is considered to be a vital 
component in the success of a profession (Remley & Herlihy, 2013). It can perhaps best be 
defined as a form of  self-concept based around one’s profession that is constructed from 
values, beliefs, attributes, motivation and experiences (Ibarra, 1999a).  This is often 
convoluted by the potential for conflict between the personal  and professional identity of 
the individual. This is addressed in some professions including midwifery by applying 
professional codes of conduct and codes of ethics that offers some guidance in terms of 
acknowledging and working with this (Midwifery Council of New Zealand, 2010a). 
Additionally, many health related undergraduate programmes, including midwifery, aim to  
help students to become aware of their self-identity by exploring the sociopolitical and 
cultural influences that have shaped who they are and to explore how they articulate with 
professional values and behaviour. This education is delivered under the auspices of  the 
auspices of ‘Cultural Competence’95 (Pairman, 2010).   Remley and Herihy (2010) found that  
individuals with a well-defined sense of professional identity  felt a sense of pride in being a 
                                                     
95 Cultural competence  is integrated into the Midwifery Council of New Zealand competencies for entry to the 
register of midwives. Cultural competence for midwives requires the application of the principles of cultural 
safety to the midwifery partnership. Cultural safety is the effective midwifery care of women by midwives who 
have undertaken a process of self-reflection on their own cultural identity and recognise the impact of their 






member of that profession and were able to communicate a strong sense of belonging. 
However, the caveat is that a  sense of collective self-esteem seems to be central to the 
professional identity of the individual (Crocker & Luhtanen, 2003). Ergo, if the profession 
does not have a strong sense of professional identity, then the individual members of the 
group will not either.  
Currently the professional identity of the midwife in New Zealand/Aotearoa  is a complex and 
multi-dimensional construct affected by externally derived influences such as social identity 
and professional relationships. My analysis of past events unveils a broad range of  midwifery 
‘identities’ that surface and retract according to what is happening within the broader social 
context at the time. Within the confines of the European historical context this identity 
would  include wise women, healers, witches, business wen, and nurses.  In a more 
contemporary setting the discourses of professionalism and professionalisation can be 
viewed as a means of creating identity ( Evetts, 2013).  However, such classification serves to 
simplify what is essentially a complex issue, as midwifery identity, like any other identity, 
needs to be viewed as a discursive practice, a fluid process of  knowledge and skills formation 
that has altered in character considerably over time and space, crossing the  borders of rigid 
definition (Read & Bartkowski, 2000). In the contemporary sphere of practice, professional 
behaviour may present because it is a performative element of the identity.  Identities are 
what we do. Professional identity may be reinforced by performance; doing what is expected  
of a professional can make people feel more professional. Surtees (2003) agrees that there 
are an abundance of midwifery identities that are constructed according to time and place 
and as a result midwifery, “develops as part of, and in accordance with, the dominant and 
prevailing discourses around economic, cultural, social and political regimes of power within 




One of the criticisms of ANT by feminists is that it marginalises  oppressed  groups such as 





group became, for a  while at least,  the  triumphant conquerors.  It remains unclear as to 
whether this was a well planned and executed campaign or  simply a serendipitous and 
fortuitous series of events that gave midwives in New Zealand/Aotearoa  a window of 
opportunity to take action and stake their claim as the primary actants in the field of 
maternity care.   ANT has been defined as a theoretical approach that is useful for “exploring 
messiness” (Law, 2004, p. 4).  It neither claims to offer a framework  for certainty or a 
methodological rule book for studying associations (Latour, 2005b).  Law(2004)  instead 
advocates that ANT is a “Toolkit for telling interesting stories” (p. 1).  In this chapter, the 
messiness is at times overwhelming and the narrative compelling. By establishing  a 
connection and opening a dialogue between the provinces of ANT, neoliberalism, feminism 
and professionalism, I have been able to rummage through the artefacts and comb through 
the debris in the field of  maternity care in the final decades of the last century and the early 
years of the current century in a way that has facilitated a new perspective.  The re-
establishment of midwifery once enshrined in legislation, signalled a period of black boxing 
that was to last effectively to the present-day setting.  At its ‘closure’ the black box was  
seriously  “leaky”,  with the macro-actant of  neoliberalism sitting  on top of the box  
observing the changing shape of the tableau created by the actants within the ‘box’. 
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Chapter 7. Sustainability and Midwifery Practice 
Latour (2005) advocates that in order to follow actants the network  has to provide evidence 
of preceding activity which can be researched and recorded. As I established in Chapter 4, in 
ANT no network stands alone without existing connection, and networks  can therefore be 
vast and incalculable (Latour, 1996). The network is only ever the by-product of an earlier 
existing network or networks.  The vestige of  prior activity is evident from previous flows of 
translation, controversies, contradictions, energy, and movement  that can be traced by the 
researcher (Dolwick, 2009).   In the previous chapters, the historical networks populated with 
midwives paved the way for this by establishing who and what  were the actants in the 
network of maternity that enabled midwifery to either flourish or flounder.  This means that 
the analysis of the current social habitus of the midwives in New Zealand/Aotearoa is sited 
within a chronological continuum. Therefore the commencement of the analysis will involve  
locating the existing position of the midwives in the network  both  in relation to the issues 
pertaining to sustainability and in the actions of, and their interactions with, the other 
actants assembled around them.  In this chapter I will present the findings from the data 
relating to the broad concept of sustainability.  
Environmental Sustainability and Midwifery Practice 
As discussed in Chapter 3, during the initial round of focus groups I introduced the question 
of what the midwives considered sustainability to be and asked them how they would define 
the concept. I wanted to ascertain their level of understanding of sustainability in order to 
establish a benchmark.  The question of what they perceived sustainability to be was 
delivered in a non-specific and conversational  manner, in order to elicit an impartial 
response.  They displayed an initial reticence to attempt any comprehensive definition, but 
when they did contribute they unanimously linked the term with issues relating to the 
environment and climate change.  
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Jane (1): I think ecologically-friendly lifestyles, trying to maintain the planet for future 
generations, that kind of thing. 
Alice (1): Yeah, climate change and the green theme sort of thing. 
Wanda (2): Using renewable resources and not having too much waste. 
Sally (2):  ...energy in and energy out - ways to work with that, ways to care for the 
environment, ways to not waste and not damage.  
Terrie (2): I would have seen it as the impact on our environment and climate   
change. 
This response on the part of the midwives is probably less than surprising. It is well 
documented that efforts to inform the public about sustainability have traditionally 
concentrated on the provision of scientifically sound information in the form of  reporting 
climate change effects for example, as a means to educate and change behaviour (Lorenzi & 
Whitmarch 2007). This message  is likely to fail to inform without the inclusion of societal 
values, personal experience, and other contextual factors (Irwin & Wynne, 2003). However, 
that is not to say that the midwives did not apply those broader societal elements, but just 
that they did not recognise them as being related to sustainability in a societal context.  
Waste in Practice 
The  midwives' discussions covered a broad spectrum  of  subject areas relating to 
environmental sustainability including clinical equipment, transport, clinical waste, nutrition, 
pharmaceuticals, breastfeeding, and baby equipment.  There seemed to be a genuine intent 
on their part to find more sustainable ways of being and doing within the context of their 
sphere of practice. The midwives were reasonably aware of the benefits of a more proactive 
approach to carbon reduction within healthcare at  both local and global  levels. For example, 
one of the midwives expressed concern about the volume of paper based materials used in 
practice and the waste generated.  All of the paper that we currently use is really, really 







Interestingly, the NZCOM owned Midwifery and Maternity Providers Organisation (MMPO)96  
and other  commercially operated midwifery management systems available for LMC are 
used extensively as online practice management packages. This creates its own challenges in 
terms of emissions, but does reduce the need for a paper based system.   Some of the LMC 
midwives were also introducing online access to materials for their clients or providing them 
with laminated copies of leaflets and articles that they returned at the end of care in order to 
reduce waste.  
 
Jane: You get them back off women. 
 Amber: I get them back and reuse them again. 
 Patricia: So do I. As often as I can. And I’ve set up an introductory folder for my women 
so when I do that book in visit it’s got lots of the major ones like you do on that first care 
plan with health and disability.  I’ve just got them all in a clear file say to them if they 
want to keep a copy that’s fine just fill it out and I’ll just replace it.  And then I find they 
don’t sort of get so sort of dog eared and munted and fall out the folder.  And some 
things I’ve started to laminate just as an easy thing just to get them to read whilst you’re 
working and marking notes. 
 
The comment from Sally, about paper waste represents the views of an employed midwife 
from a culture where paperwork is reported as impacting on satisfactory levels of care. The 
perception of  an inability to provide adequate care is said to be contributing to individuals 
leaving the profession (Writes, 2017; Youngson, 2014; Byrom & Downe, 2014). This 
increasing need to document every element of clinical care is said to be a response to the 
encroachment of risk management in healthcare (Skinner, 2011) which will be explored in 
detail in Chapter 8. Yet it is argued that open and explicit collaborative working and training 
amongst health care professionals is a more effective way of instituting a culture  of safety 
                                                     






(Amalberti et al., 2005).  A situation where risk focused practices took priority over both 
consideration of  sustainable resource management and relationships at the interface of  
practice were not uncommon in the discussions.  
 
 
The construction of barriers 
There was a sense of dissonance that appeared to stem from the frustration of  being “a very 
small cog in a very big wheel” (Jess: 3) and this in turn would result in the construction of 
barriers. Although they were able to identify practices that were wasteful and unsustainable, 
they were also able to provide an equally broad range of reasons why making changes would 
be difficult. For example, during a discussion on reusable versus disposable nappies, although 
they agreed that reusable were preferable to disposable in terms of the environment, the 
midwives presented a number of reasons for the popularity of disposable including 
convenience, hygiene, ease of use, and time saving,  
Betty (2): Women just don’t have the time these days. They just don’t want to know.  
Wanda (2): The thing with those too is what happens to the plastic, cause it’s made 
into… 
Sally (2): It’s the pulp they take out isn’t it, but the plastic is still a problem and we 
can’t do anything about that.  
 
In spite of their concerns regarding environmental issues related to resource management in 
practice, more often than not, the midwives  expressed a sense of resignation at what they 
perceived as their inability to effect change. This sense of resignation resulted from an 
acknowledgement of their role in supporting women and recognising the constraints that 
their clients face, but also the lack of commitment by manufacturers to make more 
sustainable products.  
In a discussion about baby wipes, which they considered to be a resource intensive product, 





 Helen (3): We used to tear up old sheets and use them for baby wipes.  You know 
sometimes I think oh you know, I don’t know that we could go back to that really. 
No going back 
This idea of “not going back” can be seen to be linked to efficient use of time or the widespread 
embrace of a disposable society, but it could also be associated with  the idea of progress, a 
notion that dates back to the Enlightenment (See Chapter 5). The idea of progress hinges on 
an assumption that quality of human life is constantly improved by economic development 
driven by the application of science and technology (Bordo, 1986). The idea of progress is also 
linked to professionalism.  The evolution of midwifery to professional status has, by default, 
bestowed the midwife with the label of  ‘expert’ (see Chapter 6). The midwife could have a role 
in advocating for the use of more sustainable products, but there is a perception that this could 
be a step backwards for their professional aspirations.  In this context, the midwife as expert is 
expected to identify hindrances that slow or neutralise progress  (Larson & Larson, 1979). 
Therefore “going back” is simply not an option. 
 The  notion of “no going back” was also evident when it came to discussing the issue of 
transport, where one of the midwives, although acknowledging the carbon emissions 
associated with car use, felt  prompted to justify her choice of transport. 
Jane (1):- The problem is your homebirth kit is actually quite cumbersome and quite 
heavy. And we are supposed to have that with us 24/7. How would you put that on a 
bike? 
 
While the midwives recognised the benefits of working in alternative ways, such as practising 
locally, they were quick to identify the implications this could have on their caseloads and 
potential to offer continuity of care. Such practices  quickly ruled out alternative ways of 
working as the quotes below illustrate.  
 Patricia (1): It would be lovely to work more locally….in the beginning I said I really want 
to keep to the west side of town if I could but  it was very hard to say no when you’ve 





least an hour’s drive to get to them and it’s just thinking more logically with that 
sustainability.  It is hard and I have said that also when your women then refer you, you 
do get clients from the other side of town.  So as much as it’s like the ideal to yes it 
would be nice to work in your area it’s just not workable when you get referrals through 
word of mouth and you don’t want to turn those away.  Or women move. 
Alice (1): And return clients.97 
 Patricia(1): And return clients. 
Alice (1): Move out of town. 
 Patricia(1): So it does sound nice but I can see why logistically it’s not possible Jane; I 
think it doesn’t work, it wouldn’t work for us because of the way we work.   
 
This discussion could be seen to reflect the theory behind weak and strong sustainability 
introduced in Chapter 2, the  two predominant conceptual approaches to  sustainability 
which permit, and even welcome, trade-offs between tenets (Ott, 2003; Neumayer, 2013). 
Proponents of weak sustainability assert that natural capital98 can be used with impunity as 
long as it is transformed into manufactured capital that is of equal value (Cabeza Gutés, 
1996; Ang & Passel, 2012). In this context  the use of a car for practice purposes would be 
                                                     
97 Return clients are those requesting the service of the same midwife for subsequent babies. 
98 The language that is used to describe offset such as social ‘capital’ is interesting and offers some insight into 
the weight of  importance placed upon the tenets of sustainability. Economic metaphors are commonly used to 
describe the multifaceted relationship between the environment and human well-being. However, the word 
‘capital’ has strong associations with the world of economics and notably  with capitalism (Smith & Kulynych, 
2002).  It would seem that the environment is viewed as a capital stock that provides utility benefits to 
humankind in the shape  of ecosystem services (Ang & Passel, 2012). Smith and Kulynych (2002) express 
concern that academics like Putnam (2000) and Bourdieu (1985), who developed  the concept of social capital, 
are negligent because in so doing they are helping to maintain oppressive class, status and power relations. 
They suggest that the word ‘capital’ in all of its manifestations constitutes elements of power and therefore 





justified. From an anthropocentric99 perspective the weak models reinforce the notion that 
nature and culture are dichotomous and can only be reconciled by the economy (Huckle, 
2008; Forman, 2013).   The field of environmental ethics  states that an anthropocentric 
position leads us to ignore the obligations that we have concerning the natural environment 
and to justify our attitudes and behaviours relating to things such as using more than one car 
or heavy meat consumption. The midwives clearly do have a line of reasoning in terms of the 
need to transport equipment or having  to attend to a birthing woman in the middle of the 
night.  However, the intransigent position of this group was that there was effectively no 
other way to work as a community based midwife which would sit within the weak model 
perspective of sustainability. This is certainly not a trait that is specific to one group and is a 
broad based trend.  
 
Adhering to the rules 
The group discussion promoted analysis of the taken-for-granted ways of practising that 
implicitly aligned best practice with unsustainable products.  For example, disposable 
instruments  and other medically related commodities are in common use in most western 
healthcare settings and the midwives felt uncomfortable about  this: 
 
Gemma (3): We need sterility for some things and yet we have this enormous amount 
of packaging and I find it a waste.  
 Sarah (3): and all of these syringes for oral stuff, you know the oral syringes that 99% 
of the time are chucked out.  
 
 Wanda (2):  There’s not a lot of instruments that are used out of a pack is there? 
 Helen (2): How do you mean? 
                                                     
99 Anthropocentric means viewing and interpreting everything in terms of human experience and values or as 





 Wanda (2): Well if you’re having a normal birth here, I know that we provide four 
instruments and you will often only use one. 
 Betty (2): and then they all get thrown out don’t they? It’s terrible. 
 
There has been some debate in the last decade or so around the use of disposable stainless 
steel medical instruments, such as the scissors and clamps found in  ‘perineal suture packs’ 
(Adler et al., 2005). These were introduced in the belief that they would  reduce cross-
contamination of blood borne diseases, although studies have suggested that this is not yet 
affirmative and the environmental impact of  such disposable products is also contentious 
(Obasi et al., 2009; Ibbotson et al., 2013). A ‘cradle to grave’ approach takes into account the 
energy used in extracting and transporting the raw materials as well as the production, 
distribution and disposal of the product.   Finally, whilst there is inconsistency in the 
literature in terms of  cost benefit analysis in relation to disposable versus reusable; 
disposable equipment does appear overall to increase costs. (Martis, 2011). 
 
One midwife was  vexed by what she  perceived to be a cultural acceptance of waste in 
healthcare and yet accepted the use of disposable instruments as a ’rule’. “It is really difficult, 
I mean we are in an industry where disposables are the rule” Melanie (3).  The midwife’s 
referral to the ‘rule’ is an interesting one and may result from an assumption that this is an 
area that falls under DHB policy. The fact that it is accepted as a rule by the midwife perhaps 
reflects the power that policies have on the workforce in maternity care.  As Burrows (2004) 
states, “policies are not tablets of stone and can be changed by discussion and negotiation”. 
(p.374)Yet in this case it would seem that it is easier to defend the status quo than consider 
how relevant that policy is.  
 
Knowledge relating to cost-benefits from a life-cycle analysis would not be considered within 
the domain of midwifery practice generally, but perhaps the higher echelons of health care 
management  with purchasing  power should be, especially when the economic benefits of 
using reusable instruments make it viable to encourage more socially just purchasing 
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practices. This example demonstrates the importance of  sustainability literacy100 within the 
healthcare setting at all levels. There is a bioethical dimension around the allocation of  
healthcare resources, where important  questions such as  who gets what, and who decides, 
or  how do we measure outcomes;  personal choice or a more objective understanding are 
used to guide decisions around allocation (Kluge, 2007; Scheunemann & White, 2011). 
However the converting of  health care systems into market places which demand the 
rationalising of  goods and services has promoted the introduction of targeting efficiency and 
cost control purchasing. Allocation decisions hinge primarily on economic value with little 
consideration given to the questions of sustainability, such as whether resources are 
renewable or not, or the ethical aspects of the life-cycle costs of the product.  
Barriers to Engagement101 
I have considered at length why the midwives, although able to recognise the need for 
consideration of  the impact of environmental degradation and to even generate some 
means of introducing measures within their own work place, were unable  to engage more 
comprehensively.  It may be that the  magnitude of these environmental effects are quite 
simply incomprehensible. 
It is understood that the wicked problems generated and the scale of the issues faced by  the 
threat of climate change and loss of biodiversity, etc. can lead to a sense of  being 
overwhelmed and 
100 See page 278 
101 The term ‘‘engagement’’ in this instance  is taken to mean a personal state of connection with issues relating 
to sustainability such as climate change in contrast to engagement solely as a process of public participation in 
policy making. This approach is comprised of cognitive, affective and behavioural aspects. In other words, it is 
not enough for people to know about climate change in order to be engaged; they also need to care about the 
issue and  be motivated and able to take action.   
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even debilitate individuals (Grothmann & Patt, 2005). Behavioural psychologists working in 
this area state that numerous barriers exist that prevent people from engaging in action.  The 
sense that it is futile because it is too late to influence climate change outcomes is not an 
uncommon response (Lovelock, 2007). The multiple and conflicting information around the 
issues is another  barrier that can lead from confusion at one end of the spectrum to 
cynicism and non-engagement at the other (Russill & Nyssa, 2009). There is a further belief 
that because others are too selfish to take responsibility that there is little point in even 
trying to make a difference, or that ‘others’ are  primarily responsible; these ‘others’ could  
be industry, the government, or other countries (Lorenzoni, Nicholson-Cole, & Whitmarsh, 
2007). Many people perceive climate change as a distant threat that is superseded by shorter 
term individualistic priorities (Wiseman, Williamson, & Fritze, 2010) A low level of self- 
efficacy means that people do not feel that the things that they can employ in their everyday 
life will actually make a difference. (Whitmarsh, Lorenzoni, & O’Neill 2012).  
Even where there is acceptance of the environmental issues, this does not necessarily bring 
about action. Lorenzoni et al (2007) claim that although the literature on understanding of 
climate change suggests a widespread awareness of the issues and  general concern, there is 
little evidence to suggest  much effort to change behaviours.  
A solution based focus 
The midwives did seem to become more solution focused as the meetings progressed. For 
example they began to explore alternatives to the energy intensive production, distribution 
and disposal of  transitory clinical items. 
 Gemma (3): Maybe we should get our own steriliser [like dentists do] and start you 
know autoclaving things, I don’t know. We use sterile instruments for home birth. 
 Melanie (3): For urinalysis, I give them a pottle at booking and tell them to wash it and 
use it again.   
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One of the midwives expressed frustration at the pressure that she felt was placed on parents 
to buy expensive material goods for their baby and stated that she advised/told them “You 
don’t need to buy all of that stuff. You can buy most of it second hand you don’t need to buy 
everything new” Alice (1) 
This more proactive stance might suggest a shift in attitude resulting from having some time 
between our meetings in which to reflect on some of the issues at stake, as well as the 
opportunity to consider these bigger questions around sustainability in relation to practice.  
However, it  is suggested  that knowledge alone is not enough to motivate behavioural 
changes relating to  threats from environmental devastation and changes in attitudes and 
behaviour require extensive  cognitive processes and a genuine desire for change. (Moser & 
Boykoff, 2013).  Lorenzoni et al. (2007) suggest that cognitive, affective and behavioural 
changes are all required in order to win engagement with the sociopolitical issue of climate 
change. This means that “it is not enough for people to know about climate change in order 
to be engaged; they also need to care about it, be motivated and able to take action” 
(Lorenzoni, Nicholson-Cole, & Whitmarsh, 2007, p. 306).  Introducing the conversation and 
raising consciousness amongst the groups may have been enough to prompt greater 
consideration and  even a shift in thinking on the part of the midwives.  Success in increasing 
awareness is dependent on an understanding of what will encourage people to participate in 
change (Swim et al., 2011) which was one of the motivating factors for the initiation of the 
study.  
Social sustainability 
The place that  the midwives held within their communities of childbearing women and 
families demonstrates  their  greatest strength (Davies, Daellenbach & Kensington, 2011).  
The most recent international definition of the midwife (ICM 2011) supports the major 
principles of social sustainability in the form of equity, social justice and community capacity 





and wellbeing of new families with health promotion and education strategies. By informing 
and empowering the woman and her family during this crucial phase in the growth of the 
baby and their family,  the midwife can be seen to be  helping to sustain the hugely 
significant  societal unit of the family.  This is a significant contribution to public health. Yet 
the midwives found it harder to grasp the concept of social sustainability in relation to 
midwifery practice in New Zealand/Aotearoa than the tenets of environmentalism.  In spite 
of this, their conversations demonstrated that social sustainability was a crucially important  
determinant in their working lives.  
 
What sustains midwives in practice 
Social sustainability is considered to be less easy to measure than economic growth or 
environmental impact and is also felt  to be the weakest pillar when it comes to its analytical 
and theoretical underpinnings (Lehtonen, 2004). A definition of social sustainability would 
also appear to be elusive (Collantonio, 2008). Definitions of sustainability generally relate to 
the environment and the economy and a social aspect is perceived principally as a means of 
promoting the message of environmental or economic sustainability (McKenzie, 2004) This 
subsequently impacts on the development of a socially inclusive policy approach around 
sustainability (Adebowale, 2002).  
 
There has been a flurry of  research activity  in the last few years exploring what sustains the 
practice of midwives in New Zealand/Aotearoa  This work has found that developing  
reciprocal  relationships with women is crucial to the midwifery model of care and that this is 
consistent with a  number of international studies (Benjamin, Walsh, & Taub 2001; Huber & 
Sandall, 2009; Dahlberg & Aune, 2013; Forster et al., 2016). These studies are supported by  
the responses of the midwives in my study who place a high value on the midwife/mother 
relationships that they foster, as demonstrated in the quotes below.  
 






Amber (1): And even when you look after return clients102, you have that relationship from 
their first time, especially if they’ve been complicated or they’ve had some sadness, they don’t 
have to explain themselves, and as I was saying they just carry on that relationship don’t 
they? 
 
It is well documented that when  provision of care is placed within a continuity of care model, 
the evidence demonstrates a range of  positive outcomes in terms of greater physical, 
psychological and emotional wellbeing as well as a cost saving effect (Hunter et al., 2008; 
Homer, Brodie, & Leap, 2008; Huber & Sandall, 2009; Tracy et al., 2013; Sandall et al., 2013).  
Within the continuity model,  the midwife is expected to share information and to 
acknowledge the woman’s autonomy in her own life and respect the decisions that the 
woman makes for her childbearing experience (NZCOM, 2005; Grigg & Tracy, 2013). 
Partnership is seen as pivotal to the midwifery model “The notion of partnership has become 




The midwives conveyed the importance of involving the partner and the family/whānau of the 
women; this is important for a number of reasons. Establishing a relationship with the 
significant others in the life of the women gives the midwife the opportunity to assess a 
number of factors. For example, this might include the level of support that the woman has, 
 
Sarah (3):  I think it is important to get to know the  father, because that  has such a 
bearing how the woman acts and reacts and worries that she might have like is there 
money coming in or is he going to be there for those important times, not you know 
                                                     





for some of the meetings, the visits as well as the support afterwards and stuff like 
that.   
or to identify any additional support that might be required with regard to the health and 
wellbeing of the other family members.  
 
Jane (1): A woman came with her mother, who I had cared for….. and there was all this 
discussion about all these other people, kids in the family that I had contact with, Joseph 
was having his hips fixed and stuff like that …….we did eventually get to her pregnancy 
but the rest was important for them to discuss……….and the only reason that is the case 
is that I know the family so well. 
 
The importance of  encouraging the involvement and support of the father of the baby, as 
well as  other family members where possible, when a new family member is expected, has 
been well documented across a multi-disciplinaryfield (Rini et al., 2006; Doucet, 2006; Orr, 
2004; Deave & Johnson, 2008;Barker, 2011). The presence of the father in a loving and 
synchronous relationship that is fostered during pregnancy helps to support the 
mother/baby ‘niche’ ( Doucet, 2006; Buckley, 2015). It is also identified that midwives who 
are emotionally connected to their clients understand the importance of  wider family and 
social support (Cook & Loomis, 2012; Hunter & Warren, 2014). The personal attention that a 
midwife in a continuity of care model is able to offer the woman and her significant others, 
enables her to resolve fears and concerns and develops trusting and nurturing relationships 
among family members ( Huber & Sandall, 2009; Dahlberg & Aune, 2013; Forster et al., 
2016).  Niven (2013) states that midwives who are able to capitalize on such social 
connection offer “respect, compassion and  reassurance; the giving of information, the 
provision of choice, the acknowledgement of concerns and the sharing of joys and sorrows” 
(p.3). These are values and actions that were also demonstrated by the midwives in the focus 
groups during our discussions.  
 
 





Continuing from the relationships forged with women, their partners and their families, the 
midwives expressed a strong desire to facilitate a birthing experience for women that is 
positive and life enhancing.  The midwives  viewed their role very much as that of “guardian of 
normal birth” and this was a key feature of their perceived midwifery identity. The origin of the 
phrase “guardian of normal birth” is unclear, but  midwives have described themselves as such 
for many years (Fahy, Foureur, & Hastie, 2008). NZCOM claims that “normal birth provides the 
most favourable outcome in terms of physical and emotional wellbeing to the majority of 
women and their babies” (NZCOM, 2017), and this premise is certainly increasingly supported 
by the international literature ( Dixon et al., 2011; ACNM, MANA & NACPM, 2012; Olsen & 
Clausen, 2012; Conesa Ferrer et al., 2016; Cumberledge, 2016). Defining the term normal in 
relation to birth is not straightforward as it is influenced by whoever is  defining ‘normal’ and 
what is considered to be intervention (Anderson, 2003).The word physiological is probably 
therefore a better description semantically speaking. According to Downe (2017) the literature 
supports a belief that the majority of women globally do want to have physiological birth103.  
Schaab (2007) states that “The midwife supports natural processes as they unfold uniquely in 
each emergence of new life and promotes the autonomy of both mother and child in the 
birthing processes”(p. 35). Certainly a  drive to protect, promote and preserve normal 
physiological birth seems to  evolve from a desire to strengthen the mother/baby dyad on 
the part of the midwives. All expressed a common philosophical approach to midwifery in 
that birth is fundamentally a normal physiological event in keeping with the international 
definitions and the Midwifery Scope of Practice here in New Zealand/Aotearoa.  When asked 
what a sustainable practice would look like, one of the midwives in Group 2 responded 
spontaneously with “promoting physiological birth”. The midwives extol what they perceive 
as the  empowering benefits of physiological birth for the woman and her family/whānau, 
 
Alice (1): It [physiological birth] shows women that they can do, like they actually have the 
power to….. [pause] If they can go through birth, they can actually do anything. 
Jane (1): Yes, it improves people’s self-esteem and their cohesiveness as a family.  
                                                     






Terrie (2) Its empowering the woman really, physiological birth isn’t it? When she knows that 
she is able to do it, she sees the results of it, that encourages her to make decisions with her 
child as time goes by.  
 
It has been proposed that the eco-niche104 of the mother-baby relationship provides the 
habitat for the prototype of all relationships for that individual infant (Odent, 1999; Leclère et 
al., 2014). The midwives regarded the protecting and supporting of the mother-baby dyad 
throughout the childbirth continuum of  being of paramount importance.  
Alice (1): That initial you know falling in love with their baby just gets them through those weeks 
when they’re very vulnerable. 
However, beyond the immediate mother/baby dyad, they viewed the importance of creating 
a space for a woman to have a positive experience across the continuum of childbirth as  
having  greater significance than the immediate family environment. It is well documented 
that early attachment is likely to lead to greater ability of the individual to form relationships 
throughout life (Grossmann & Waters 2006; Horst, 2011).  It is theorised that the ability to 
forge relationships is a significant factor in achieving wellbeing and that people who readily 
form relationships are generally happier and healthier (Layard, 2011; Wood, Tesser, & 
Holmes, 2013; Gewirtz, Kurtines, & Lamb 2013) Therapeutic relationships based on strong 
relational foundations are believed  to enhance healing and reduce pain and suffering  
(Youngson, 2014b).   The midwives demonstrated a strong appreciation of this link to both 
short and long term health benefits to communities and society.  
Lorna (3): There is a statement, I don’t know it’s from, about physiological birth being 
low tech, high touch.   
                                                     
104 An econiche is defined as the particular area within a habitat occupied by an organism.  A species niche 
includes the physical environment to which it has become adapted (Online Encyclopedia, 2011). This definition 
could therefore be considered to be well applied to the status of the mother-baby dyad where the mother 
provides a complete ecosystem to provide everything required by the newborn for survival within a closed loop 





Sarah (3): That’s lovely, I would agree with that. 
Gemma (3):, if you’re looking at midwifery and women and birthing then you want the 
whole community and the whole nation to be a part of that and to own it as well. 
Sarah (3): and support the ideals of normality.   
 
Naomi: And we all, we’re becoming increasingly aware that pregnancy and birth are 
far more important in terms of the individual’s health and wellbeing as they go 
through their lives than we’d previously thought that it was.  Protecting physiological 
birth is going to be of enormous financial impact to an individual country but I don’t 
think they [government]  see that…. you know if you’re looking at women who have 
ended up with a very highly managed birth whether its, whether it was predictable or 
preventable or not you can see how that impacts on the woman’s immediate health, 
the baby’s immediate health, the breastfeeding relationship.   
 
Facilitating normal physiological birth also gave the midwives an immense amount of 
satisfaction connecting  them with the woman and with their own value system as a midwife.  
As Gemma (3) stated “it [physiological birth] encompasses everything that midwives do.  
 
Social Connector 
 Gladwell (2006) identifies a role based on personality type that he describes as the ‘social 
connector’. Connectors, according to Gladwell, are people within a community who embrace 
a networking role. They make it their business to engage with others across a range of social, 
professional, cultural and economic circles and connect people with others. The midwife as 
social connector acts as a catalyst in the network  by negotiating the partnership with the 
woman, encouraging active involvement of the woman’s partner or her family members and  
facilitating the eco-niche of the mother/baby dyad.  
 
Social sustainability is  generally defined with reference to  community, communication and 





demonstrate a significant role in connecting with women (and their significant family 
members) as well as  with others in the network.   This is achieved in a number of different 
ways  that may promote relationships and assist women in establishing their own new 
network of friends and support.  
 
Not my role  
Generally speaking, the midwives did not see themselves as connectors in a formal sense. 
They did not view organising  groups during the antenatal or postnatal period as part of their 
scope of practice “I think it’s not really my role. I think I’m better at one on one role than in a 
group” Alice (1).  
 
Or that it was too time consuming: 
 
Jane (1): I don’t mind doing the group education stuff but it does involve a lot of preparation 
and a lot of work and quite frankly it’s easier to leave it to somebody else. 
 
However they did see themselves as acting as ad hoc social ‘negotiators’ with women from 
their caseload.  
Alice (1): As far as this goes though, providing them opportunities to create 
friendships, I’ve had two women who were in the same cul-de-sac but didn’t know 
each other were pregnant. So to each one I said to them, “I know someone in your 
street,” without saying who it was, “who is pregnant too, would you like me to tell you 
about them and would I…” and both of them said, “Yeah, that would be great.” I got 
both their permission. So you’ve got that privacy issue as well, and they’ve become 
best of friends which is really nice. 
Jane (1): Yeah. But I also definitely do it with people that I realise don’t know anyone 
else who’s pregnant or have no family support or what have you, so if there’s someone 
who has either a similar pregnancy complication or comes from the same culture or 
lives in the same street or in the same area or what have you, I’ll often say to each of 





you can talk with or whatever,” and then I’ll say to the woman who I’ve chosen to 
approach to talk to them, “I’m wondering if you can help me, I’ve got this woman who 
doesn’t know anyone and she’s from your country and would you be interested in 
meeting with her,” and stuff, and I don’t think I’ve ever had anybody say no”. 
 
 The exception to the group facilitation norm was the suggestion of creating  ‘grandmothers 
antenatal sessions’ by the midwives in  Group 3. This idea evolved from a belief that the 
mothers of pregnant women are influential in the decision making of their daughters/ 
daughters in-law when it relates to their childbirth experience.  However there is evidence to 
suggest that the information given is often based on anecdotal experience and practice has 
changed considerably since they were birthing their babies a few decades ago. The changes 
have occurred  for a number of reasons other than the re-establishment of midwifery 
including: other societal changes, such as less deference for authority;  an increased research 
agenda in maternity care that has led to an evidence based approach to care; and shorter 
stays of postnatal care  in hospitals and maternity units. 
  
Melanie (3): Their mothers or grandmothers say you need an obstetrician, and the GPs 
do the same, and the GPs will refer them and not to us, even halfway through a 
pregnancy they will say oh now go to the obstetrician.  And it is about the historical 
practice of midwifery and obstetrics, when the grandmothers were having their children 
it was seen as an improvement that you should go in to hospital and have the benefit of 
medical care.  And I think culturally we’ve just got to work against that and in order to 
sustain good midwifery here. 
 
The idea of grandmothers groups did not ultimately translate into practice, but the will to 
make community based connections to improve outcomes was evident.  
 
The DHB midwives, expressed  some discouragement about the fact that  women had 





the following discussion ensued that emphasized the role of the midwife in engineering social 
engagement.  
. 
Terrie (2): People have become more isolated  and  they shut their doors and they 
want to be in the room behind shut doors all the time. 
Sally (2): We could ask them to have their lunches in the kitchen. 
Betty (2): There’s nothing wrong with that. And I tell you, when you do get them down 
here, three in an evening feeding their babies with them, it’s wonderful because you’ll 




There has been an element  of  caution directed at the ‘one to one’ midwifery model as 
fostering  ‘exclusivity’ within the mother/midwife relationship, fuelled by the belief  that it 
could ostensibly lead to a dependency within the relationship (Downe, 1997; Allen et al., 
1996).  However my study suggests that the relationship of the midwife with the community 
could   be construed  as an  extension of the primary relationship  with the women and as a 
means of augmenting necessary support for  the midwives at times.  
 Melanie (3): And that comes I think with the growing relationship between a midwife  
and the community she serves. Sarah and Jess are very well known in this area and have 
loyal client bases that have used them for the second generation. And that, having those 
sort of midwives in the practice does help to sustain the practice through the leaner 
times.  If something bad happens to a midwife the reputation that she has with the 
community around her is a cushion and a support and a guard. 
 
The discourse of Melanie above is slightly defensive and does not feel unlike the days when 
domiciliary midwives were reliant on the home-birthing women in their communities to 
support their practice.  The imagery of ‘leaner’ times feeds into the ‘profession under siege’ 






The DHB midwives do not have the privilege of continuity of care experienced by the LMC 
midwives. However, they did have a strong focus on, and connection with, the local 
community and they reflected on the  involvement of their  community with gratitude and 
pride. The reciprocity highlighted in the mother/midwife relationship discussion is therefore 
mirrored in a broader community context.  
 
Sally (2): The support that is required to keep a little place like this going, that the 
community help is really important...We had a maintenance guy here and I was saying 
look we’ve got furniture that needs a little bit of TLC rather than throwing it out it 
needs refurbishing and he said well that’s what the old guys who belong to ****** do, 
they take the old furniture and they give it a good going over and put it back into 
service again.  So between us we are looking at getting a Friends group up and 
running again.  
 
 Claire (2): So, developing a really close bond with this group would be one of those 
things that  could actually create grass roots support. 
 Wanda (2): That’s right and when we’ve already got a maternity unit here and it’s 
established and people know about it. 
 
Again there is an element of pulling in community support for a time when it might be needed 
by building social capacity. Social capacity, refers to an aggregate of social 
relationships, formed from networks, groups, communities, organisations or individuals.  It 
facilitates collective action taken to improve upon quality of life and represents the connective 
value of the community and the norms of reciprocity that are created. These norms include 
trust and cooperation. The greater level of trust within a community of any kind, the greater 
the likelihood of cooperation  (Lovell, 2009; Parker & Larsen, 2010)  
 
The findings laid out in this chapter relating to social sustainability would appear to support  





relationships with women during the childbirth continuum ( Hunter et al., 2008; McAra-
Couper et al., 2014; Crowther et al., 2016; Hunter et al., 2016) .  The role of social connector 
in this context encompasses many of the tenets of professionalism identified in Chapter 6.  
The social connector role embraces the midwifery philosophy which is grounded in 
partnership. The building of relationships ostensibly provides autonomy not just for the 
midwife but also for the women (Edwards, 2005). This would appear to be so within the 
continuity of care model with the LMC’s but is also evident within the sphere of the DHB 
midwives in the primary birthing unit.   Relationships form an important factor in the 
competencies for practice which are listed in Chapter 6. Although the requirement to 
establish  partnership within the midwife/mother relationship is primarily sited in 
Competency 1105  the principles can be  applied to the other Competencies. Pairman and 
Donellen-Fernandez (2015) talk about the relationships being the “medium through which 
midwifery is practiced”(p. 385) and if the success of the profession is balanced on 
relationship building with a client group, then midwifery  could be viewed as a strong  socially 
sustainable healthcare  profession. 
 
Blurring the lines between social sustainability and the social sustainability of a 
profession 
In spite of a healthy  gathering of data  relating to  both  environmental and social 
sustainability and the alignment to midwifery,  the issue of professional identity that I had 
originally imagined would provide a cornerstone on which to support the values of 
sustainability within midwifery practice, seemed to be the primary and core concern of the 
midwives with whom I talked.   Professional identity was raised in discussion around 
relationships with women and their whānau/family.  Professional identity also featured in 
much of the discussion around factors relating to environmental sustainability, often around 
why changes would be difficult to implement.  
 
                                                     





In the last twenty-five to thirty years, midwifery has developed as a profession in many 
western-based healthcare systems and this has led to the concept of  midwifery professional 
identity becoming a key focus in midwifery research, education and practice (Larsson, 2009).  
There are many reasons for this evolution including organisational changes, changing societal 
needs and demands, and the increasing presence of evidence based practice ( Surtees, 2003; 
Bryson & Deery, 2010; Lane, 2012). There are now eighty-eight countries that have national 
midwifery organisations and midwifery is generally accepted as an autonomous profession 
(ICM, 2012). More specifically, in New Zealand/Aotearoa,  as I identified in Chapter 6, the 
professionalizing of midwifery was a primary objective of midwifery leaders in the years 
following their re-establishment, which accorded it a high relevance factor for the midwives  
in my study.  
 
The sustainability of models of midwifery care in New Zealand and in other similar high-
resource countries has appeared as an area of research interest in recent years ( Wakelin & 
Skinner, 2007; Young, 2011; Sandall et al., 2013; Tracy et al., 2013; Donald, 2014; McAra-
Couper et al., 2014).  It may be that this trend had influenced the midwives in both their 
interpretation and application of sustainability. Professional identity was used to relate to how 
the midwives interpreted both their role and responsibilities.  
 
Professional Identity 
 Burke and Reitzes (1981) describe identity as being “like a compass helping us steer a course  
of interaction in a sea of social meaning”(p. 91).  They speak of  identity as a social product 
defined by the naming of, and locating in, social categories where interaction with others 
occurs, and as a reference point that enables us to assess the implication of our own and 
other’s behaviours (Burke & Reitzes, 1981). Identity provides us  with purpose and 
behavioural guidance which can lead to aspects of psychological well-being such as self-
esteem and self-worth (Serpe & Stryker, 2011). Within a professional or occupational 
context, identity enables the individual to categorise themselves within a specific work 
related role (Serpe & Stryker, 2011). Professional identity is shaped in collaboration  with 





(1979) define a group identity as a collection of individuals who perceive themselves to be 
part of the same social category, who share some emotional involvement in this common 
definition,  and who achieve some degree of social consensus about the evaluation of their 
group and its membership. It has been suggested that effective functioning of a professional 
group is reliant on this cohesion. Likewise a sense of group fragmentation of dissonance can 
impact on the group identity, leading to a loss of locus of control, stress and stress related 
illness (Larsson, Aldegarmann, & Aarts, 2009).  
 
Midwifery Identity 
Figure  7  depicts the ways in which the midwives in the study defined their identity  as 
midwife within the data. 
 
Figure 7. The tenets of midwifery as identified by the midwives.  
They viewed their legitimised professional identity as enshrined within the frameworks for 
practice.106  
 
In many ways the midwives viewed themselves in a positive manner as holistic and evidence 
                                                     
106 The midwifery profession in New Zealand has developed a number of inter-related frameworks that express 
the values, beliefs, standards and practice of midwifery. These frameworks include theories of midwifery 
partnership, cultural safety, the midwifery philosophy, scope of practice and competencies, ethical statements, 
and practice standards. The informing documents include Standards for Practice, Competencies for Entry to the 
Register of Midwives, Cultural Competence, Midwifery  Code of  Ethics, and Turanga Kaupapa. Together these 





based (EB) practitioners who worked in partnership with women, and collaboratively with 
other health professionals. A strong component of identity expressed across all three groups 
was that of ‘guardian of normal birth’ which was addressed earlier in the chapter. 
 
The midwives also gave a strong message that they saw themselves as being a powerful 
group.  
 
Jane (1): We’re [midwives] very strong here [in NZ]. And we also have a huge role 
internationally.  
Amber (1): I think because we’ve become  independent practitioners, like we can… 
Alice (1): We’re autonomous practitioners. 
 
In a comparative data study by Crowther et al. (2016) that took a study from New Zealand/ 
Aotearoa (McAra-Couper et al., 2014) and equated it with one  from the UK ( Hunter & 
Warren, 2014), the authors state that “the joy of midwifery manifested in the way that 
midwives described their pride and passion...they felt their work contributed to 
society...making a difference to individuals and society was core”(p. 43). This sentiment was 
echoed in the words of the midwives in the focus groups.  When the midwives spoke about 
their relationships with women and their families there was generally a sense of  elation that 
was not  necessarily evident in other aspects of their work. This presented as a strong sense 
of pride and job satisfaction.  
 
Helen ( 3): Respecting the customs, values and spiritual beliefs of women and their 
families is so important in serving their needs.   I think that is just part of midwifery. 
It’s being a midwife, that’s what we are and that’s what we do all of the time.  
 
Amber (1): We hold a special place in people’s hearts don’t we, we really do. 
 
The word ‘serving’ is an interesting one here, and is somewhat anachronistic.  ‘Serving’ is not 
a commonly observed concept in current healthcare settings (although ironically we still refer 
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to a health service), as it does not sit well within the framework of ‘professionalism’ (Walsh, 
2010).   The term servitude is viewed as a tool of hierarchical oppression, consigned to the 
annals of history. However, Myskim (2011) argues that at a societal level the concept of 
service is “a fundamental reality of human existence but currently a neglected value”(p. 3).  
She suggests that an ethic of care and service could assist in “achieving the twin goals of 
human wellbeing and global sustainability that our future demands” (p. 3) by creating 
cultures of care and altruism. Oddly the words ‘care’ and  ‘caring’ are used in an objectified  
way in the ‘giving of midwifery care’, or ‘care has been handed over to’ rather than in an 
affective way such as ‘I care for the woman’.  
Reciprocity 
In the context of an ethical approach, service should not imply power imbalance, but sharing 
of power in a relationship;  midwives  generally viewed their relationships with women within 
partnership as a mutually reciprocal one leading  to shared meanings, shared control and 
openness (Pairman, 1998). 
Sarah (3): It’s not just talking about the woman and her experiences, it’s also about 
sharing a little bit of ourselves as well because if we don’t share anything about 
ourselves we can’t expect women to share about themselves and that is part of the 
relationship.  
This midwife shows a high level of empathy in her discourse that one would imagine would 
forge a sound professional relationship in most cases.  Likewise  Alice (1) demonstrates  good 
interpersonal skills and emotional intelligence  in her comment, “ I think it’s harder though 
when someone’s different to you, you know, you don’t really know their beliefs very well, but 
that’s a matter of just saying that to the woman too.” 
In this case the midwife chose to ask women directly what their needs were in relation to 





However, another midwife felt that it was not always a reciprocal relationship: 
 
Gemma (3): The number of women that I have met and you seem to know everything 
about them and their dog and they’ve not asked you one question that you can 
answer, they don’t know if you have got children, they don’t how old you are, do you 
know what I mean? 
 
This led Gemma to question the meaning of the partnership model. Likewise Sarah expressed 
an occasion when the notion of partnership appeared to elude her: 
Sarah (3): They expect us to go and see them a lot and an example of that is a woman yesterday; 
I was supposed to go and see somebody else so I was going to drop a form off to her and she 
texts and then we had a birth and so I couldn’t go and I changed the appointment.  And she 
said to me, she texts me yesterday, fortunately just before I left to say you’re just going to drop 
a form off aren’t you?  I said well actually no I’m not coming ¾ of an hour away to drop a form 
off so I went home and I faxed it through sort of thing.  But you know the expectation is that I 
would go down and drop a form off, that’s ¾ of an hour driving. 
This aspect of reciprocity will be explored in more depth in  Chapter 9 where the question of 




A critique of the Partnership Model 
Although the partnership model was viewed positively overall by the midwives it  has not  
escaped critique.   Skinner (1999) wrote a candid paper in 1999 where she challenged 
whether partnership was a realistic expectation for midwives other than with women who 
were educated, middle-class and Pākehā. She questioned whether  the word ‘relationship’  
would be more fitting than partnership. She continued by suggesting that the endeavour to 
create a partnership based on equality could lead to frustration, self-doubt and even burn-
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out for some midwives. In a study a few years later,  Freeman (2006) concluded that a power 
differential was inescapable in the midwife/mother relationship but that women and 
midwives were still able to achieve partnership without having to achieve ‘equality’ in 
decision making.  Benn (1999) responded to Skinner's work advocating that the issue rests 
on how we define partnership and that the key to making partnership work lies in 
communicating what it is and what it means very clearly to women. Daellenbach (1999) also 
shared a consumer perspective in response to the work of Skinner and stated that although 
she agreed that the term was problematic, it was important to recognize that the term, like 
so many others has “multiple, shifting and contextualised meaning” which makes finding any 
one definition problematic. She suggested that we use a flexible  approach to defining 
partnership that is based around what the woman defines as partnership.  
More recently a number of international and New Zealand studies and publications have 
supported the importance of continuity of carer for  the reciprocity and emotional 
sustenance that it offers for both midwives and women ( Wakelin & Skinner, 2007; Hunter et 
al., 2008; McCourt & Stevens, 2008; McAra-Couper et al., 2014; Leap et al., 2011).  The 
establishment  of authentic relationship in the mother/midwife connection is now viewed as 
a crucial factor, not just  in improving maternity outcomes but in  protecting against burnout 
in practice. Midwives have indicated that impaired relationship building can lead to them 
leaving the profession ( Hunter et al., 2008; Huber & Sandall, 2009; Kirkham, 2010). 
Professional Friend 
Although the interface with clients is episodic in character, the length of contact with women 
is frequently of a greater duration than most health service encounters, and midwives take 
on the mantle of ‘professional friend’ ( Walsh, 1999; Pairman, 2010;) within a context of 
continuity. Pairman (1998) advises that  ‘professional friendship’ is different from more 
generic friendships because there is a  professional purpose and a temporally regulated 
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character to the  relationship. She also  claims that this character  is intrinsic to the model of 
midwifery care in NZ  as it is a way of ensuring that women’s views are heard and understood 
when the trappings of professional detachment are placed to one side.  The value of  
‘professional friendship’ within continuity of care has been validated by a number of studies  
(Hunter et al., 2008; Foster & Lasser, 2010 ) and this was reinforced in some of the 
comments  made by the midwives in the focus groups.  
 Melanie (3): The sense where the professional partnership and the sense of friendship 
and family you know I’m going to a naming ceremony next month through a woman 
who I’ve delivered two of her four children.  I’m sitting now waiting for a third child to 
arrive in a family where I’ve been there for the birth of both previous children.  I would 
feel disappointed, upset and hurt if I’m not there at that family event because I feel that 
in this context I’m part of their family. 
There remain questions around the  matter of co-dependency within a close professional 
‘friendship’ and the time framed nature of the relationship is an area that requires further 
investigation in relation to the establishment of boundaries and the discontinuation of the 
relationship (Walsh, 1999; McAra-Couper et al., 2014). Nonetheless, the midwives clearly 
established strong reciprocal trusting relationships with the women that made them feel 
respected and valued.  
It transpired from analysis of the data,  that there were many hurdles that impacted on the 
midwives' sense of professional well-being and identity. Discussions with women around 
antenatal screening, for example, was considered to be  taking excessive amounts of time 
that could be used more productively for other information sharing.  The reported increasing 
use of  technologies, such as ultrasonography and caesarean section were  seen as areas that 
encroached on their role at times. The concept of risk was said to be dominating the sphere 






The sustainability of the profession 
The ways in which the midwives interpreted the concept of sustainability with regard to 
professional identity was diverse. The  range of responses that resulted from the discussions 
were framed within a number of  different contexts, with some of the midwives extending 
this concept to include sustaining self (self-care), “being able to work in a healthy way and 
keep going with working in a healthy way” (Alice:1)  and avoiding burnout “To me it means 
not burning out” (Terrie:2). It has been speculated that burnout has been an issue in 
midwifery practice for some years now and especially in self-employed practice (Young, 
2011; Donald, 2014), and the reality of this was raised by Guilliland during a radio interview 
on  RNZ (Ryan; 2017). 
 
For one midwife, the issue rested on being able to continue working within the model of 
midwifery care in New Zealand/Aotearoa that currently exists.  
 
Jane (1): It means to me sort of longevity in your chosen profession, like essentially to a 
midwife it means that I should be able to be working as a self-employed midwife for the next 
however many years until I choose no longer to work there. 
 
Another perspective was offered by one of the midwives who felt that preserving the role of 
the midwife as ‘guardian of normal birth’, was a key factor in professional sustainability.  
Gemma (3): ...it’s sustainable for families, for midwives and the community to promote  
physiological birth instead of technology so that it’s out there politically and  socially...it 
encompasses everything that midwives do and if we don’t sustain that, then we are just  little 
medical solders.   
 
The fundamental concern of this midwife was that if midwives do not promote birth within 
the context of a social based life event rather than a bio-medical oriented occurrence, then 
midwifery autonomy will be lost to the medicalisation of childbirth.  This concern speaks to 
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the historical tensions between midwifery autonomy and biomedical dominance discussed in 
Chapter 6.  
A midwife based in a rural practice who was finding juggling the requirements of practice 
with the requirements of a personal life challenging, expressed:  
Naomi (KI 1): When we talk about sustainability in midwifery and I think ‘what’s 
sustainability?’  I immediately think about ‘for how long can we continue to do this’? 
This comment contrasts with that  of urban midwife Jane (1) above, who defines 
sustainability as being able to work as long as she chooses. Naomi (KI 1) spoke at length 
about how difficult it was to manage a rural caseload within the constraints of the funding 
system and without what she felt to be a reasonable degree of understanding from urban 
colleagues.  To her, sustainability was very much about surviving at a professional level and 
had little to do with choice.  The issue of the sustainability of rural midwifery practice in 
Aotearoa has been acknowledged and  to some extent measures have been taken to address 
the problems that rural midwives face. Nonetheless, this midwife continued to view the 
demands of her work  largely as unsustainable.  
Survival 
The use of the word survival is not infrequent in the data, appearing in a number of contexts 
such as the one below.  
Betty (2): Sometimes it feels like an exercise in survival here. It would be lovely to have 
the time to think about how we could manage resources more efficiently and things, 
but you don’t get a chance to come up and take air  some days. 
Betty then  comes us with a suggestion for improving both  efficiency and the sustainability of 
normal birth. 
Betty (2): I mean, ultimate sustainability would be for the DHB to employ an osteopath 





Wanda (2): That’s not gonna happen they don’t believe in osteopaths. 
 
In this  conversation between Betty and Wanda, they can be seen to be aligning themselves  
with professionals outside of the biomedical model and there is suggestion that this could be  
key to the sustainability of normal birth.  However, the caveat is there is no funding to 
support this.  
 
Or relating to breastfeeding as a sustainable practice: 
 
Sally(2): ...another sort of idea in terms of sustainability was actually to have more 
breastfeeding input. But yeah, it takes a lot of time… 
Betty (2): But again, our DHB or PHOs don’t see this as a priority for health prevention 
and so the money is not coming. 
Wanda (2): There’s no money for it. 
 
In the discussion relating to breastfeeding there is also criticism of a lack of funding. 
However, there is an apparent acceptance of this, and no further discussion about whether  
they, the midwives could possibly play a part in attempting to improve the normal birth and 
breastfeeding rates in these cases.  
 
Sally (2): What we do now is based on years and years of other people writing policies 
and doing stuff that we are actually able to be here, working here at a midwifery unit 
Somehow this midwifery, you know, “protecting the rights” that was dear old Karen 
and Joan. 
 
Sally speaks affectionately of  the midwifery leaders who led the activity that resulted in the 
re-establishment of  midwifery as a profession and recognises that it took considerable time 
and effort for the changes to take place. However, even this safeguarding of the professional 
status in legal  and regulatory terms was recognised as tenuous. 
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Sally(2) : And I guess we have got to have the legislation to be able to allow midwives 
to practice as we do so we don’t have those politics and things behind us then we will 
go backwards and things might change again. 
This  underlying sense of  uncertainty about both their current and future role and practice 
created a world weary feeling.  
 Melanie (3): It’s very wearisome having to constantly demand to be taken seriously, 
always having to prove that you have the right to be treated as a professional person. 
Gets weary doesn’t it? 
There were many comments about complexity and the changing world in which they were 
practising.  There was a sense that the midwives did not have the time or the energy to 
expend  on what they viewed as  additional responsibility in the shape of  the broad tenets of 
sustainability when they saw themselves as actors in a complex maternity system that 
allowed little time for any kind of  peripheral thought or activity . 
Amber (1): It’s [midwifery] very time consuming…,  I see our role and our philosophy as 
a practice, what we actually do, is the best that we can for the individual woman that’s 
in front of us, and it’s different for everybody because that’s individualised care. We 
don’t just look after teams, we don’t just look after people with IVF, we look after people 
who do homebirths, and want epidurals, they want to birth in the primary units as well 
as birthing in the hospital…. 
Profession under Siege 
 An unsettling concern about  working under pressure was accompanied by the sense that 
the participants viewed their role  as being under threat on some level and this was 
expressed in the areas of conflict that they identified.  The exercising of power in the political 
landscape of midwifery, largely focussed on the patriarchal power  and the medicalisation of 
childbirth  has been explored in depth in the midwifery literature (Mander & Fleming, 2002;  





this thesis.  However, the perceived barriers identified by the midwives, were complex and 
multi-factorial.  ‘Profession under siege’ is a term that is found in the literature on the 
sociology of professions and examples of the trend can be found concerning  doctors ( Bellah, 
1997; Waal, Malik, & Bhugra, 2010), psychologists (Olsen Murray, 2001), dentists (Barzun, 
1979), nurses (Ward, 2013), teachers (Cohen, Higgins, & Ambrose, 2008), social workers, and 
others. The thrust of the debate is that the notion of what constitutes ‘professional’ for these 
different groups is in some way under threat. The reasons suggested for this phenomenon do 
vary within contexts, but aspects such as funding changes, modernising of public and health 





Although there was a professed interest in the association between midwifery practice and 
the broader tenets of economic, environmental and social sustainability,  for much of the 
time such a nexus was not viewed as tenable or even relevant by the midwives. Many of the 
attempts to consider how these broader tenets could be brought into effect  went unheeded 
and when discussion did tentatively step into the territory of sustainability ‘in’ rather than ‘of’ 
practice,  barriers would emerge that would suppress the discussion.   
 
Identity in its broadest sense is a relational concept that is constantly changing and shifting 
according to the cultural and sociopolitical context  and the associated reformation of 
networks. The role of the midwife therefore can be viewed as ever evolving and changing 
within contexts that are themselves dynamic. This relational aspect suggests  that midwifery 
cannot be self-sustaining as an entity because midwives are predictably reliant on their 
interactions with the other actants on the stage of maternity care provision. I recognised that 
I needed to re-enter the network via the data to further establish the actants that were  
contributing to the current status quo within the maternity care setting and perhaps 








Chapter 8. The Red Herring of Choice and the Illusion of Risk Control 
The previous chapter concluded that the midwives place considerable worth on the building 
and maintaining of  relationships with their clients and a positive perception of professional 
identity is firmly embroiled within these relationships. However, in reality these relationships, 
although strong, represent only a small element of a large network of significant complexity.   
Within the ANT methodology, concepts and technologies are seen to have the capacity to 
frame social connections and interactions as much as human actants (Cressman, 2009: 
Kipnis, 2015). Within the network of maternity services there are many other actants,  
human, material, conceptual, and semiotic, that have substantial impact on the professional 
identity and working practices of midwives. These include  technology, birth settings, the 
media and even earthquakes.  One conceptual actant that figures extensively within the data, 
pulling most of the other actants into its path as it flows through the network, is the concept 
of  consumerism. In this chapter I explore the perceived impact that the concept of 
consumerism in a broad sense, focused on choice and its counterpart of risk, has had on the 
midwives, and consider the effects on the perception of their professional identity. 
As discussed in Chapter 6, over the course of the last century, childbirth has become 
increasingly medicalised as a result of  political, cultural and societal influences that have 
redefined pregnancy, labour and birth as an illness that needs to be treated and controlled  
by a bio-medical model assisted by technology (Davis-Floyd & Johnson, 2012; DeVries, 1992). 
This is true in New Zealand/Aotearoa as much as it is in other western style healthcare 
systems in spite of the introduction of a midwifery-led system of care.   For many women 
accessing the service, the belief  in childbirth as a normal physiological process has been 
replaced by paradigms related to choice, risk, safety and fear ( MacKenzie, Bryers, & van 
Teijlingen, 2010; McAra-Couper, Jones & Smythe, 2010 Coxon, Sandall, & Fulop, 2014). These 
concepts contribute to the knowledge and understanding that women have about the 
childbirth continuum and the choices  that they make during this time and play a part in 
constructing childbirth expectations and beliefs  (Dixon et al., 2014).  The concepts also align 






Consumerism, Choice and Autonomy 
The term ‘consumerism’ reaches far beyond the sphere of economics as an ideological socio-
political,  transactional model  that influences attitudes and practices located  as  the 
normative societal model (Gilbert, 2008). Consumerism is described by McGuigan (2014) as 
“the principle of civilisation that shapes the socio-cultural makeup of people through 
socialisation in the broadest sense”(p. 118). Social norms that focus on consumer/provider 
transaction have thus extended beyond the traditional areas of  ‘goods and services’107, into 
the realm of public service such as education and health (Bauman, 1990). Rifkin (2000) 
remarks that neoliberalism has resulted in the commodification of everything, memories, 
experiences, the corporeal body, and identity, thus infiltrating every aspect of  our lives and 
affecting the way that we  view the world, form opinion, and make decisions. 
 
The  promotion of choice within the ideological framework of consumerism is fundamental to 
the consumerist economic model,  as choice  promotes competition which is the cornerstone 
of a capitalist economy. Increased competition is believed to promote  economic growth by 
stimulating markets (Springer, Birch, & MacLeavy, 2016).  In a world that is constructed on a 
foundation of neoliberal values, choice is considered to be central to the concept of 
personhood and the emphasis on and respect for individual choice is a defining feature of the 
era. 
 
Through a neoliberal lens,  the  individual is portrayed as an agent of free choice with an 
internal locus of control that assumes that the individual is free to make choices.  Further, 
those choices can be free of coercion and  the individuals are free to act in ways that support 
                                                     





their choices108 (Payne, 2012). Autonomy thus is an inherent component in the model of an 
open market without which choices cannot legitimately be made.  
 
Consumerism,  for the purposes of this chapter will be viewed predominantly from the 
perspective of  ‘market consumerism’, though some of the other categorizations of  
consumerism as defined  by Stillerman (2015) will be called upon. These are bracketed into 
the following categories:- 
  
 Consumerism based on the activities of 1960s counter culture which had a reputation 
for being anti-consumerist, but was really more focused on non-conformity which 
manifested as  a rejection of standardised mass-consumption and promoting 
individual self expression. This sometimes referred to as democratic consumerism 
(Mold 2015) 
 Consumerism based in alterations in class structure, based on the work of Bourdieu. 
This definition views the growth of consumption as being a result of the rise of the 
‘new middle classes’ and  an increase in the number of people working in jobs such as 
the media and fashion. 
 Consumerism presented as an ‘ethic of self-expression through consumption’ – where 
people engage in practices of self care in order to self improve in order to improve  
social and economic capital  
 Consumerism  associated with the concept of individualism. Within this category 
consumerism is used as a means of  constructing a life narrative that gives focus and 
meaning to individuals. 
 
Market consumerism within health care can be seen as including a strict purchaser/provider 
divide modelled on that of buyer and seller in a broader market place context. This model 
holds that health care providers compete for business in the same way that commercial 
                                                     






operators do and this competition aids in reducing  costs and increasing quality. In order to 
monitor effectiveness of the system, stringent measures of performance have to be agreed, 
targets set and audit performed. The competition inherent within the system results in 
choices for  users/patient/consumers. A cited justification for the introduction of the market 
culture in healthcare is that it shifts  the locus of control  from something  defined by the 
predilections of  the professionals in the field,  to one  influenced much more by the views 
and desires of the users of the service. Thus, health care  is redefined as a ‘commodity’, those 




Consumerism, Choice and Autonomy  in Maternity Care 
In the field of maternity in the 1980s and 1990s, pregnant women were remodeled from 
passive recipients of care into  active consumers who could exercise choice and control 
during their maternity experience. In so doing, the newly consumerised pregnant woman was 
expected to directly engage with the experience and so control her own destiny (Edwards 
2004). As discussed at length in Chapter 6, the midwifery protagonists of the time saw this as 
a welcome development that would enable the overturning of the patriarchy of  medically 
dominated care (Guilliland and Pairman 2010).  Care was now negotiated between the 
woman and her care giver who was usually a midwife and choice was embraced as an 
integral component of maternity care.  
 
Informed choice is  considered to be fundamental to every aspect of care received by  
women during their  maternity experience109. This is signified by  the inclusion of the concept 
of choice in the Code of Rights (Health and Disability Commission, 1996); Competencies for 
Entry to the Register(Midwifery Council of New Zealand, 2010b) Code of Conduct (Midwifery 
Council of New Zealand, 2010a) and Standards for Practice (New Zealand College of 
                                                     
109 The principle of informed choice  means  that for a choice to be autonomous,  
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Midwives, 2015);  and the Code of Ethics  and the Referral Guidelines (Ministry of Health, 
2012).110  In order to make informed choices in maternity care the woman is required to 
understand the range of options open to her alongside the associated risks and potential 
outcomes for each alternative and her primary health care provider is expected to provide 
this information and  discuss this with her. The term ‘partnership’ infers empowerment and 
informed choice facilitated by Lead Maternity Carer with mothers involved in all aspects of 
planning and care.  In order to ensure autonomy, the decisions made  must be intentional, 
made with understanding, without controlling influences and be made voluntarily, so that the 
woman is able to give informed consent (Beauchamp & Childress, 2013). 
By promoting the concept of choice in maternity care and supporting women as they 
exercise decision making, midwives are said to be facilitating the  empowerment of women 
and in so doing  enhancing their autonomy, decision making,  and galvanising their self-
determination and self-governance. From the  liberal feminist standpoint that midwives 
adopted to regain a position of autonomy in the maternity network, choice serves to 
ostensibly provide women with a  greater degree of control over their childbirth experience.  
( Mander & Melender, 2009; Guilliland & Pairman, 2010;). However, Richardson (2005) 
describes the universal promotion of choice as the facilitation of the ideal neoliberal subject.  
Additionally, the concept of choice is often viewed  in isolation from the socio-political 
structures and  autonomy and the right to choose is seen as a civil, and even human, right of 
an individual without any context at a community or societal level (Sherwin, 1998). This 
110 Right 6(1) of the Code states that “every consumer has the right to the information that a reasonable
consumer, in that consumer’s circumstances, would expect to receive.” 
Code of Ethics- Midwives uphold each woman’s right to free, informed choice and consent throughout her 
childbirth experience. 
Code of Health and Disability Services Consumers’ Rights (2) Before making a choice or giving consent, every 
consumer has the right to the information that a reasonable consumer, in that consumer’s circumstances, 
needs to make an informed choice or give informed consent. 
Standards for Practice Two: The midwife upholds each woman’s right to free and informed choice and consent 
throughout the childbirth experience 
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separation of choice from its connection with socio-political structures has resulted in a lack 
of understanding of what choice actually means and how it is defined  (Beauchamp & 
Childress, 2013)  
Autonomy 
Autonomy in healthcare is broadly construed as a patient’s right to make their own decisions 
about  care offered, including treatment and tests. Autonomy is enshrined within the 
partnership model of midwifery in New Zealand/Aotearoa (Guilliland & Pairman, 1995a) and 
is also a central concept to the international definition of a midwife (ICM, 2011). It is 
therefore a key concept in the ethical framework of New Zealand midwifery.  
Informed choice, and therefore informed consent, cannot be undertaken without the 
attendance of autonomy or self-determination (Kirkham, 2004).  There are a number of  
factors that are said to contribute to the autonomy of women during the childbirth 
continuum. They are the need to feel respected and valued, and for self-knowledge to be 
honoured (Lothian, 2008). Autonomy enables the woman to access embodied knowledge, 
which includes knowledge of her own body, her values and beliefs, and the things in her life 
that are important to her. By achieving autonomy, it is believed that the woman will be 
confident and be able to make decisions that are appropriate for her and her baby (Edwards, 
2005). The autonomy within the context of midwifery care  has been classified as the applied 
form of autonomy referred to as relational or contextual autonomy (Noseworthy, Phibbs, & 
Benn, 2013). The theory of relational autonomy espouses that  within a relationship that is 
based upon trust and reciprocity women’s needs are heard and acted upon, which in turn  
reduces risk, increases safety, and becomes the foundation for decision making. Relational 
autonomy is described by as being dynamic in nature, changing with the meanings and 
structures of people’s relationships and their world (Sherwin & Feminist Health Care Ethics 





The language of consumerism in maternity care 
The women accessing the landscape of maternity care today have been raised in a 
consumerist world beyond the confines of healthcare and this will  inevitably have shaped 
their values, beliefs, attitudes and behaviour to a greater or lesser extent (Springer, Birch, & 
MacLeavy, 2016). Similarly, midwives will have spent most of their adult lives at least, in a 
world where they have been influenced by the same  values  such as choice, individuality and 
empowerment. These concepts are distributed widely throughout the data from the 
conversation in the  focus groups. 
 
Amber (1):  I see our role and our philosophy as a practice, as encompassing all of 
those things like choice and empowerment, that what we actually do is, we do the 
best that we can for the individual woman that’s in front of us, and it’s different for 
everybody because there’s individualised care. 
Sarah (3): I feel that we treat each woman as an individual so it doesn’t really matter 
what nationality or ethnicity or whatever, that each woman is an individual in the 
family and that’s how you treat them. 
Betty (2): It’s all about empowering the woman and you know you can’t do that by 
doing it for her. 
Amber (1): Because it’s  individualised care … 
Alice (1): We just go with what the woman wants.  
 
In an opinion piece written for the NZCOM journal in 2004, Banks (2004) accuses midwives of 
using the rhetoric of  professional “politspeak” and observes that “the longer you converse in 
it, the more familiar it becomes” (p. 6).  The selection of quotes above brings that state of 
affairs to mind where words such as “empowerment” and terms like “individualised care” 
become empty magniloquence without any real meaning. One could ask for example, is it 
realistic to suggest the midwives can empower women when  all a midwife can actually hope 
to achieve is to enable or facilitate empowerment. The client, to use the vernacular, can only 
ever empower herself.  
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Contemporary reflexivity is dominated by a consumerist approach to the construction of 
identity which includes areas such as self-care, goal-attainment and relationship maintenance 
(Featherstone, 2007). Consumerism has become so central to self-identity, even in the  public 
service sector, that the consumer perspective takes precedence over most other 
considerations such as the environmental impact of the manufacturing of goods for 
consumer spending (Davies, Daellenbach, & Kensington, 2011). The identity of the consumer 
of health care has acquired a deep-rooted ‘common sense’ acceptance in the broad field of 
health care including maternity care (Dombroski, Mckinnon, & Healy, 2016). 
Patient, Client, Consumer or Woman? 
Within a market based framework of healthcare, nomenclature can prove to be problematic. 
One of the groups struggled to find an agreed word or a term that fits well within the relational 
context of midwife/woman. 
Alice (1): ‘Consumer’ is like something you buy. 
Amber (1): I call them clients. 
Patricia (1):  Clients is nice I think. 
Lorna: Client is about a transaction isn’t it, a contract and a transaction 
Amber (1): I use clients. 
Alice (1): I use clients. 
Amber (1): Because they’re signing a document when they sign the registration, and 
they don’t actually hand over money, the government does that on a contractual basis 
with us. I don’t like  consumers or users. 
Alice (1): No I don’t like that either. 
Lorna: Recipient of service? 
Amber (1): No. 
Alice (1): I often say woman. Woman or client, the woman for whom I’m caring. 
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Jane (1): Definitely, never patient. 
Amber (1): No not patient. 
Jane (1): They only become patients if they’re seriously unwell and that’s a completely 
different concept for us, because we’re not looking after patients, we’re looking after 
individuals. Patient is more a generic term isn’t it. 
This discussion illustrates the dilemma that the midwives face  when  endeavouring  to find 
the  words to describe  the ‘role’ of women in relation to midwifery care. They speak of the 
word  ‘client’ as fitting in with the contractual nature of their work with women.  The word 
client is usually associated with a business relationship and the self-employed status of New 
Zealand midwives are reported as working within a business model (Pelvin & Thompson 
2015). The word ‘client’ could ostensibly therefore be considered to be a fitting description. 
The introduction of a ‘woman centred’ approach, corresponded with the adoption of the 
term ‘consumer’ within midwifery care at a time when it  began to replace the word  
‘patient’, and so understandably this term has implicit value from a midwifery philosophical 
perspective.  The term ‘patient’ still exists in many areas of healthcare. However, midwives 
consider themselves as working  with a healthy and well population of women experiencing a 
physiological event, whereas patient is a word that is generally synonymous with 
pathophysiology (Mander, 2013). The midwives here contend that the word ‘patient’ is 
inappropriate for use with childbearing women but do accept resorting to the term if a 
woman  happens to  become unwell and a woman with additional medical or obstetric 
conditions may, within that criteria, already be a patient.    
The midwives did not like the choice of the word consumer either which is interesting as it is 
a word that is ubiquitous in midwifery care in New Zealand/Aotearoa with ‘consumer’ 
representation on most bodies and committees pertaining to midwifery care. This to an 
extent refers back to the ‘consumers’ of the 1970s and 1980s who classified themselves as 





‘democratic consumers’111 (Mold, 2015). However, the increasing presence of neoliberal 
policy in public policy decision making means that the market is now the ultimate arbiter of  
citizen’s rights, which means that the democratic definition of consumer could be argued as 
being defunct (Craven, 2007). 
The question of how to describe users within the service is a relatively new challenge for 
health care, particularly in areas such as  primary care, where the term ‘patient’112 was used 
for centuries without challenge. The field  of  social work  has  grappled with this problem of 
what to call those who use their service  for a longer period of time and the rationale  that 
McDonald (2006) uses for social work parallels with health care. 
The words we use to describe those who use our services are, at one level, metaphors 
that indicate how we conceive them. At another level such labels operate discursively, 
constructing both the relationship and attendant identities of people participating in 
the relationships, inducing very practical and material outcomes (McDonald 2006 , p. 
115)  
 
In a semiotic sense the labels that we ascribe to women interfacing with the maternity 
service, can change the meaning of the relationship by altering nuance and inadvertently 
introducing assumptions about the character  of the relationship. The words that we use 
therefore, both for ourselves or women, can create or alter identity both for ‘user’ and 
‘provider’.  
 
                                                     
111 Craven (2007) informs that the feminists in the USA women's health movement in the 1960s and 1970s who  
initiated the familiar slogan "a woman's right to choose" prompted the onset of  women’s rights activism 
throughout the world. These activists adopted the use of the term consumer as a liberatory alternative to 
paternalistic representations of the (female) patient and (male) doctor.  
112 Patient comes from the Latin “patiens”, which translates as ‘to suffer’ or ‘bear’. The patient, is viewed as 
truly passive—bearing whatever suffering is necessary and tolerating patiently the interventions of the outside 






Business or Service? 
The same issue was evident in relation to what the midwives called themselves and this maybe 
significant in terms of a sustaining a strong sense of identity.  
 
 Melanie (3): I’m not a private midwife I’m a publicly funded midwife. 
 Jess (3): I call myself an LMC midwife. 
 Sarah (3): Last year we [sic] didn’t we change it [the name] to publicly funded 
community midwives, fully integrated community midwives yeah? Yeah but see people 
won’t know what that means. 
 
There were concerns that LMC midwives were viewed by the public as being  isolated from 
the maternity services network. For many years the term ‘independent’113 midwife was used 
by midwives, the public, and other practitioners to differentiate between community based 
continuity of  care and core hospital based midwives. The labelling of ‘independent’  was felt  
to fuel a perception that LMC midwives sat outside the mainstream provision of maternity 
care.  In an endeavour to clarify that  midwives are an integral component of the larger 
maternity system, NZCOM introduced the description “publicly funded, fully integrated, 
community and hospital based midwives” (NZCOM Fact Sheet3).  However, the midwife’s 
perception is that clear definition is still elusive, and that  at least some of the public remain 
confused about the role of the LMC midwife. 
 
Wanda (2): A lot of women still believe that their baby is going to be delivered by a 
doctor, particularly, those from overseas. 
Sally (2): There is a huge amount of confusion.  
 
                                                     
113 ‘Independent midwife’ is a term generally used by midwives in settings such as the UK or the USA where the 
midwives work privately and independently of the health care system. These midwives are paid directly by the 
women that they provide care for. As the midwives in New Zealand are funded by the MoH, the term was 





When the   midwives are asked to clarify how they would describe the way in which they 
operate as LMC’s,  further uncertainty about their perceived identity is revealed. This time 
the debate relates to whether they work within a business model or not.  
 
Jane  (1): I don’t think we use a business model as such. Well we do to a certain extent. 
Lorna: The way funding takes place?. 
Jane (1): Funding issue yes, like we’re paid  ‘fee for service’ essentially I guess, and I 
guess that’s part of the business model. 
Lorna: Yeah 
Alice (1): But we don’t have to worry about collecting fees. In that way it’s good because 
your care isn’t linked to them paying you which is good. I imagine if you’d been charging 
someone for their care, and then they hadn’t paid you, like why would you get out of 
bed at three in the morning to go to their birth if they’re not going to pay you. I think it 
is actually fantastic that it’s not linked. 
 
Although they are broadly classified as self-employed, and are professed to work within a 
business model (Pelvin & Thompson, 2015), these midwives do not enthusiastically embrace 
the identity of ‘business woman’. They express relief that they are not responsible for the 
collection of fees and are reticent to acknowledge that they work within a business mode. 
Kirkham (2017) warns that “a society based on commercial values neglects care at its peril” 
(para. 22). She postulates that a business-based approach creates conditions such as time 
poverty, that impacts on how well midwives are able to relate to women (Kirkham, 2010). 
Interestingly, the midwives make several references to the ‘time and money’ premise  in the 
transcripts, such as “But the point is that like my money, my time is valuable”. (Jane:1)  and 
“Only having twenty four hours in a day is a barrier, and not being able to time travel” 
(Sarah:2). 
 
The comments may simply reflect a time-impoverished world, where time is viewed as a 
precious commodity and anything that releases  time is viewed as a valued commodity. 





as a result of the inclusion of a temporality that is related to earnings.  As discussed in 
Chapter 6,  the emergence of the self-employed status of the LMC  in the 1980s was 
purported to suit the needs of the profession (Guilliland & Pairman, 2010) and was viewed 
enthusiastically as “a totally midwifery run project and autonomy in action” (Guilliland, 1999, 
para. 9). The model was established to create the “same contracting structure available to 
them as doctors [GP’s]” so that they were able to “retain their market position” and 
“compete equally” (Guilliland, 1999, para. 10).114 Kirkham (2017) asserts that the holistic 
objectives of midwifery cannot be achieved in a business type model as there is an inherent 
conflict of interest.  She argues  that “tight control and penny pinching” along with 
“addressing only short term, easily measurable outcomes, is not a commitment to the next 
generation” and demands that a different ethic is required for public service than for 





The rhetoric  of choice 
In spite of  uncertainty about what terminology to use for  women in the system, when they 
discuss ‘choice’, the midwives embrace the concept with almost zealous enthusiasm.  
 
Jess (3): Because we believe that the women deserve to have a choice and I think 
that’s the whole thing... 
Sarah (3): But it’s not only the choice of midwife or LMC as such it’s actually the choice 
that comes within that as well, like you know when we talk about screening tests for 
example like the gestational diabetes screening tests we tell them it’s a screening test, 
we give them the information, we encourage them to go online and talk about it and 
                                                     
114 See Chapter 6 for further details 
115 Consideration of an appropriate ethic for midwifery  discussed later in the chapter. 
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become informed.  And then they make that decision as to whether they want to be 
screened for it given that the only risk factor that they have may be that they are 
pregnant, but they have to make a choice. 
Treating  women as a co-contributors to the knowledge-garnering that enables decision-
making within the mother-midwife relationship,  can be argued  to be a positive  ethical 
stance because the shared action acknowledges women as complex, social beings with the 
primary share in the process (Kirkham, 2004; Thompson, 2006). However, the informed 
choice framework  operates on the premise that both recipient and provider of care have 
access to first rate information on which to base decisions around care (Noseworthy, Phibbs, 
& Benn, 2013). If we look to  the area of antenatal screening for chromosomal and other 
abnormalities as an example,  Seavilleklein (2009) contends that there is mounting evidence 
that women are unable to make genuinely informed choices about this antenatal screening  
because of an increase in the number of screening tests available and the convoluted nature 
of the tests. The complexity of the processes involved, such as methods, specificity and 
sensitivity, and choices following a screen positive result, make information sharing a thorny 
process. Yet there is an expectation that women will accept the responsibility of making 
informed choices about their childbirth experience by engaging in “reflexive modernity” 
(Davis & Craven, 2007). As such they will access  appropriate information (evidence-based 
where possible);  make sure that that the information is aligned with their values and beliefs; 
integrate information that meets their specific health needs; validate an  understanding of  
the risks, benefits and alternatives that are available;  and then work out how to minimise the 
risks  (Lupton, 1999; McCourt, 2006).  I acknowledge that the screening framework in New 
Zealand/Aotearoa emerged from the Cartwright Enquiry (Chapter 6) and that this area of 
practice has a strong emotive connotations and ethical ramifications as a result. However, 
the escalating complexity of the tests available and the issues at stake for women led to this 
area becoming a veritable quagmire in terms of informed choice and consent.  
There are many other areas, in addition to this screening in maternity care, where 





information for her to make a truly informed choice. The reality of comprehensive 
information sharing is certainly more achievable within the context of a continuity of carer 
model, where the midwife and the woman  have an ongoing  relationship (Noseworthy, 
Phibbs, & Benn, 2013).  However, Douglas (2003) suggests that decisions are made and risk 
calculated  according to cultural norms, values and beliefs and this means that decisions are 
predominantly made on a social rather than scientific basis. Choice is therefore rarely likely 
to be based on rationality, but on social consensus.  
 
The seemingly almost sanctified status  of informed choice, so integral to  the partnership 
model leads  the  midwife in the extract above  to insist that the woman ‘has’ to make a 
choice. The pressure of  gaining informed consent could therefore compromise the 
relationship. The midwife’s assertion would seem to contradict the notion of freedom of 
choice. If a woman has  to make a choice, then it would surely follow that a choice to make 
no choice should be an option. However, this may be viewed as turning to the midwife as the 
expert, which is at variance with the partnership model and may be considered an act of 
paternalism. As a result the midwife is left in a perplexed state. The consequences of making 
decisions can be hard for women to comprehend, which may reflect the fact that individual 
decisions cannot be considered in isolation, but need to be placed in a much broader frame 
(Agledahl, Førde, & Wifstad, 2011).  Mol (2008) condemns the notion of consumer choice in 
such a context stating that it serves to undermine the relational dynamic between midwife 
and woman  by  generating anxiety for both. As a result, a sense of detachment between the 
recipient of care and the health care provider may be triggered thus reducing levels of trust 
and reciprocity and potentially damaging the relationship. (Glynos, 2014). Although this sort 
of dilemma may be prevalent in other health professional-patient/client contexts, the 
professional friend status (see Chapter 6) that exists within  the partnership model here in 
New Zealand/Aotearoa adds an additional layer of complexity. In spite of this status in the 
relationship, both the HDC and Midwifery Council of New Zealand  highlight the issue of 






Hewson (2004) has suggested that available screening policies that are purportedly offered 
to provide information on which they can base informed decisions, are less about choice and 
more about ever-increasing regulation. She argues that “a remorseless rise in social 
regulation” has led to the measures deployed by the rhetoric of choice and empowerment  
becoming “increasingly authoritarian in nature” (p. 5).  This suggests that the notion of 
informed choice within a consumerist framework  is actually decreasing self-determination in 
decision making.  
 
No wrong choice 
In the following exchange, the midwives were discussing the visit of an important overseas 
visitor where the issue of choice was raised in relation to the New Zealand midwifery model. 
 
Alice (1): At the end of the day, she [the woman receiving care] could have said no I 
don’t want that, I want to stay pregnant and not be induced. She could have at any 
point said no, and that would have been her prerogative. 
Jane (1): And that was one of the things ***** found really interesting and unique about 
New Zealand midwifery, was that people were given information and were able to make 
choices. She said, “but what if they make the wrong choice?”, and it’s like there isn’t a 
wrong choice, it’s a different choice. It may be a choice you don’t agree with but it’s not 
a wrong choice. 
Amber (1): Sometimes it is hard when people make decisions that you don’t agree with. 
Jane (1): Absolutely, it doesn’t mean that it’s the wrong choice. 
Amber (1): No it doesn’t. 
Jane (1): It’s just that they have the ability in this country to make that choice. 
 
When the visitor asks about the woman making a ‘wrong choice’, the response of the midwife 
is that there is no such thing as a ‘wrong choice’. This response resonates with ‘multi-
potentiality’ a term that the self-help industry uses to market the belief  that the act of making 
choices is in some ways more important than the outcome of the choice in terms of  personal 
growth (McGuigan, 2014). Refrains are inscribed on websites where browsers are informed 
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that “there is no such thing as a wrong decision”(Northrup, 2016) or “There are no wrong 
choices, just different paths” (Carolina, 2017).  In recent years self-help has been promoted by 
governments and policy makers to support the neoliberal objective of  dismantling health and 
social welfare resources and to transfer responsibility for care to individual citizens (Branelly, 
Ward, & Ward, 2015). We are increasingly expected to take responsibility for our own health 
and well-being and the phenomenon of self-help is used to promote the values of autonomy, 
self-determinism and empowerment (Seavilleklein, 2009).  These are values that also sit within 
the manifesto of health care and more specifically within the philosophy of midwifery care  in 
New Zealand/Aotearoa.  
McGuigan (2014) postulates that the phenomenon of individualism may: 
feel like freedom, especially for women liberated from patriarchal control. But when 
things go wrong, there is no excuse for anyone. The individual is penalized harshly not 
only for personal failure, but also for sheer bad luck in a highly competitive and 
relentlessly harsh social environment. (p. 234) 
 Autonomy therefore comes with a high personal risk potential. Mol (2008) suggests that the 
rhetoric of individual choice is illusory and only exists if the other actants in a network allow it. 
If the choice of an individual threatens the stability of the network, there are consequences. 
For example, a woman can step outside the boundaries of social norms by choosing to birth 
her breech baby at home, but if her choice creates the need for transfer to a hospital, the 
network may not provide the psychosocial support that she needs.  Her choice may even be 
condemned as a selfish act that places her baby at risk. As Dombroski, Mckinnon, and Healy ( 
2016) express: 
The idea that mothers can choose the ‘best care’ for themselves ignores the reality of 
a fierce political and ideological debate about how a woman should give birth and leads 
‘consumers’ to assume that a ‘best choice’ is indeed possible. Regardless of the choices 
made, or what ended up happening in a given birth, mothers carry the moral weight 





This is not to suggest that many policies and protocols are not valid and are there to ensure 
consistency in practice to ensure that therapy/treatment is as effective and safe as possible.  
The problem arises when they are treated as “tramlines, not guidelines” (Tingle, 2016, p. 344) 
which does not take into consideration the individual needs of the woman. 116 
 
Mauvaise foi 
Paradoxically, in spite of their apparent clarion call  of support for  the neoliberal value of 
choice, the midwives were willing  to express a view of  the concept of choice from a  
markedly different perspective.  When the midwives in Group 1 were asked if there was ever 
a power differential between themselves and women, they responded thus: 
 
Alice (1):  Well there is because they don’t really know what they’re doing half of the 
time, so they only know what you choose to tell them really, unless they are very pro-
active at chasing their own…, you know finding out more for themselves, which a lot of 
women haven’t got time for, or aren’t interested in. So if you feed them a certain point 
of view that’s what they take.  So we have a lot of power in that I think. But you know I 
was just reading, I’ve got a new pamphlet from the maternity services council about it, 
third stage it’s just out, and it’s quite, I think it’s a little bit skewed because it talks about 
how wonderful physiological third stage is, which I practice but it’s quite derogatory 
                                                     
116 The terminology for protocols, policies and guidelines is often used interchangeably adding to misconstruing 
on the part of practitioners.  
 Protocol- An agreed framework outlining the care that will be provided in a designated area of 
practice. They do not describe how a procedure is  performed, but why, where, when and by whom 
the care is given 
 Policy- A formal written statement detailing the particular action to be taken in a particular situation 
that is contractually binding 
 Guideline- Systematically derived statements that help practitioners to make decisions about care in 






about active management, in that sometimes active management is best, I’m not 
saying I do active management all the time, but if I always did active management and 
didn’t give that woman any information about physiological, she wouldn’t know any 
different. 
Lorna: Because that would be your decision making process rather than hers? 
Alice (1): But she doesn’t know what she doesn’t know. I can keep that information back 
from her because I can be the gate keeper of knowledge in a sense, whereas  you know 
if I give her that pamphlet and I do active, it looks like I’ve done something wrong. To 
me sometimes active management is actually the most appropriate way, you know for 
some situations. I haven’t read it thoroughly I just glanced over it and I thought I don’t 
know, it doesn’t really sit well with me and I think sometimes there’s a clinical judgement 
that you have to be able to make, and physiological doesn’t always work. 
Jane (1): That’s why they’ve got a midwife after all. 
 
The above exchange brings to mind the French phrase ‘mauvaise foi’117. This is an existential 
philosophical concept used to describe a phenomenon where, when under force of social 
pressure, people adopt false values and disavow intrinsic freedoms (Flynn, 2013). This led me 
to consider if the responses of the midwives to the rhetoric of choice in maternity care could 
be considered to be a modified form of mauvaise foi. Could it possibly be that the concept has 
become deeply embedded in practice and in the collective psyche of midwifery, but it cannot 
in reality deliver the promise of ‘freedom of choice’? If that is the case, then practitioners may 
be adopting compensatory behaviours in order to enable them to manage the essentially 
unmanageable. In the exchange the midwives could be seen to be reinterpreting what might 
be described as ‘idealised choice’ to fit the realities of their practice. The comments of the 
midwife who describes her professional colleagues as ‘gatekeepers of knowledge’ could be 
viewed as either a cynical response to the expectation of the information sharing informed 
choice/consent process or as a legitimate reclaiming of authentic self-identity. 
 
                                                     
117 Translates as ‘bad faith’. 
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 The midwife then goes on to ameliorate the statement made, by qualifying the importance of 
trust between midwife and mother in the process of decision making.  
Alice (1): Exactly, but it does come down to trust though.  I think in that situation when 
you say to a woman look this is the way we do, you know this is what can happen, this 
is one way, this is the other but if you’re bleeding to death I’m going to do this, and you 
know is that OK on the day? and they say yes, yes, fine, and it comes down to their 
judgement and  your judgement on the day doesn’t it, and that relationship comes back 
into that trust.  
As mentioned earlier in the chapter, autonomy in New Zealand midwifery has been mooted 
as a feminist formulated “relational” or “contextualized” autonomy. The trust that the 
midwife refers to in the above quote could be said to reflect the ethos of relational 
autonomy where a midwife/woman pair have a tacit  understanding that the woman is in 
control until such time that the midwife needs to step in and take control, in an emergency 
situation for example. The problem with relational autonomy as a theory, is that “women 
hold multiple knowledge positions” (Edwards, 2005, p. 88). What is perceived as a single 
action within the context of relational autonomy in fact invariably involves many actants as 
the relational aspect of the mother/midwife relationship is only one aspect of the complex 
landscapes that form the lives and inform the decision making of women (Agledahl, Førde, & 
Wifstad, 2011). Midwives also work within networks that create interconnections and 
interdependencies that can influence decision-making. Women are therefore vicariously 
enmeshed within these networks  that contain  cultural, institutional, social and political 
elements. 
The rhetoric of Risk 
Risk and  safety 
The neoliberal concept of individualism within a market based consumerist  context  is 





expectation that the individual will make choices based on a balance of risk (Lupton, 1999). 
The concept of ‘choice’  is therefore connected with that of ‘risk’ and as  Symon (2006) 
observes “choice produces an array of threats that must be identified, evaluated, controlled 
and ultimately accepted  within a mature decision making process” (p.13).  
 
In the seminal text, Risk Society: Towards a New Modernity, Beck (1992) postulates that the 
current risk-based culture in western society emerged as a mainstream entity during the 20th 
century, with substantial acceleration in the latter half of the century as neoliberalism gained 
a stronger footing.  As a result, externally located notions of fate and destiny have now been 
largely replaced with the belief that human actants can control hazards by implementing 
practices to avoid risk.  Therefore, the concept of risk has changed from being a neutral term 
used to calculate probability, to something that we consider to being an unacceptable 
element that must be avoided or minimised (Skinner, 2008a). We have become  a “risk-
adverse society that values control over and security from potential threats.” (Jordan & 
Murphy, 2009, p. 181). This belief has led to a large scale adoption of risk management in 
every sphere of  contemporary western style society and  particularly in the fields of science 
and technology (Sena, 2014). Lupton (1999) describes this risk averse world with a 
preoccupation with safety, as paradoxical and names it  “neo-prudentialism” because it 
fortifies the neoliberal ideals of self-responsibility for risk aversion, whilst simultaneously 
abdicating the responsibility of the state for the welfare of its subjects.  
 
The pursuit of safety 
As the world has become ever more risk averse, societal concerns have moved to the pursuit 
of safety (Beck & Beck-Gernsheim, 2002). Hewson (2004) suggests that as a society, we are 
excessively preoccupied with 'playing it safe’ which fuels the might of  the risk discourse. 
Within the sphere of  health care, an unpredictable outcome is not uncommonly perceived as 
a failure to adequately monitor and intervene on the part of health care providers (Jordan & 
Murphy, 2009).  Consequently as risk consciousness has increased in maternity care, there 
has been a shift to greater levels of medicalisation and technology  in an endeavour to 





2015). MacKenzie Bryers & van Teijlingen, (2010) suggest that this has “occurred in parallel 
with wider medical, economic and political reforms and that as state-organised health 
services developed over the past century the concept of risk and risk management became a 
central tenet of care”(p. 489). The authoritative biomedical knowledge embedded within a 
techno-rational model of care has the power to define the parameters of risk and what is 
‘safe’ practice by controlling the information that women receive and the information that is 
available to them (Davis & Craven, 2011).  
 
A range of studies have indicated that the primary consideration for women in birthplace 
decision-making is the safety of themselves and their baby (McAra-Couper, 2007; Regan & 
McElroy, 2013; Grigg et al., 2014; Murray-Davis et al., 2014) If  safety  is not achieved as a 
result of what is construed as poor decision-making, then there is a  risk of retribution for the 
midwife in the form of litigation, castigation by the profession or public exposure by the 
media ( Kirkham, 2004; Edwards et al., 2011). Contemporary midwifery practice is therefore 
significantly influenced by risk assessment and systems are driven by clinical governance 
where women are categorized by their risk profile in order to reduce the chances of poor 
outcomes (MacKenzie Bryers & van Teijlingen, 2010; Davis & Craven, 2011).  At a 
rudimentary level this means high risk or low risk, but this can be further filtered into a 
placing  along  a spectrum of risk. Absurdly, the increasing emphasis on risk assessment, 
which it can be argued serves to limit choice by portraying birth as a risky business, has 
coincided with a greater emphasis on a woman’s right to make choices (Symon, 2006). As 
McIntosh (2013) states “Risk is a concept as slippery and value-laden as choice and as easily 




The Responsibility of the Consumer  
The powerful belief systems that operate to ensure that free choice is available also uphold a 





logical and morally appropriate choices. The narrative below serves to illustrate this status 
quo.  
 
Patricia (1): My woman whose wound did dehisce118 was going to get into the [birthing] 
pool. It was all run and she was about to get into the pool, she was desperate to, that’s 
what she talked about the whole pregnancy, she really wanted to be able to get in a 
pool, and she’d had such negative birthing experiences before etc. Anyway we said to 
her if you have pain between contractions you must tell us, and so just before she got 
in the pool she said “oh the pain isn’t going”, I said “OK then” so we went to caesarean 
theatre about five minutes later.  It wasn’t a big deal, it was no problem. She didn’t get 
in the pool but she wasn’t going to put herself or her baby at risk, but what she did say 
was how wonderful her birthing experience was, because she felt she’d been listened to 
and that she was allowed to have a choice. The fact that she didn’t get to do what she 
wanted to do was not relevant to her, and that’s often all it needs, for people to feel 
positive about their birth experience. 
 
In this narrative the outcome appears positive, a healthy baby and a healthy mother. The 
woman is viewed as a self-determining individual who governs her own body and has made 
decisions with the expert support and guidance of health professionals. The discourse is built 
around her rights as an individual within the principles of the free market. She has ostensibly 
made her own free choices. The self-determination of the woman is locked into the neoliberal 
objective of forming life as a project that has to be planned and rationalized (Beck-Gernsheim, 
1996).  Neoliberalism bestows on women the privilege of ‘consumption’ within the sphere of 
maternity services, where they are encouraged to choose the services and commodities that 
will meet their needs for their preferred birthing experience. However, the right to free choice 
exists alongside an obligation to ensure that control is maintained by ensuring that the least 
risky options are chosen (Beck-Gernsheim, 1996). There is therefore  an expectation that the 
                                                     
118 Dehiscence occurs when the scar from a previous caesarean section begins to separate during labour. 
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woman will  manage any elements of risk, both for herself and her baby by making the 
medically defined ‘right choices’. This risk is structured in the binary terms of danger/safety 
with nuance of good/bad which has the potential to significant reduce the free choice of the 
woman (Lupton, 1999).  
The Default Position and other strategies of mitigating risk 
Within the context of continuity of care, this tacit contractual agreement around choice and 
risk has the potential to place midwives in an unenviable position. They must attempt to broker 
between the woman’s wishes and the path of least resistance in terms of the safe, logical and 
morally appropriate choices available by negotiating their way within the network.  There was 
evidence that the midwives were using a variety of means to circumvent the constraints of risk, 
to enable women to have their choices met.  
What is  the Default Position? 
Jane (1): I guess that essentially since I started working in ******, I’ve always had high 
risk, women who are perceived to have high risk medical conditions etc., so for me the 
big thing is to try and keep that as normal an experience as possible, and you know 
like just because somebody’s high risk as far as I’m concerned it doesn’t mean they 
can’t have a water birth, it depends on why they’re high risk, and the hospital 
protocols and procedures and stuff are often too confining, and I think that’s an issue 
that the hospital needs to look at, they’re too risk averse and they’re too afraid of you 
know, negative outcomes, they’re so afraid of negative outcomes they’re creating 
negative outcomes I think. 
(Frolich, 2013) suggests that the only way to embrace the concept of choice beyond rhetoric 
is to re-evaluate our paternalistic acceptance of the current status quo within the maternity 
care framework and stop relying on the application of policies and guidelines. This experienced 
midwife was using what could be referred to as the ‘default position’ (Davies & Martis, personal 





assessment of the woman to negotiate ways to keep the pregnancy and birthing experience as 
normal as possible whilst staying within the accepted boundaries of the choice/risk contract.  
 
Evidence Informed  Practice 
The use of research evidence was another strategy utilised  to assuage the impact of risk 
management.  
 
Alice (3): You can sort of dispel some of those myths with some of the studies out 
recently that’s saying that it’s actually safer to be in a primary unit have intervention, 
you’re more likely to have a normal birth, even if you don’t have your baby there if you 
end up transferring, you’re still more likely to have a normal birth and less intervention 
if you start out and plan to birth at one of the primary units. 
 
This quote demonstrates that midwifery is developing and utilizing a body of research evidence 
that lies beyond that of medically led research. The sources that the midwife is referring to are 
good quality New Zealand midwifery studies that are validated by inclusion in systematic 
reviews. This is a gratifying observation that illustrates a maturing of the profession with the 
active utilisation of research in practice. However, the heterogeneous nature of networks in 
ANT, means that any piece of research evidence, which can either be an intermediary or a 
mediator, is acting alongside other elements that can work to either facilitate or obstruct the 
objectives of research informed practice. The interwoven assemblage of ANT means that the 
validity of research evidence is influenced by intra-professional relationships, support of the 
public, institutional endorsement and other tangible and intangible resources. Without the 
endorsement of enough of the other actants, research evidence will not be enough to change 
attitudes, behaviours, actions and outcomes.  
 
Culture of Blame 
Relationality within the partnership model was also advocated as a mitigating factor in curbing 






Jess(3): I just think you do a good job and have a good relationship with the woman, and even 
if it turns to custard if you’ve maintained that relationship with her, and she feels like she’s 
informed and knows what’s going on, I don’t think there’s this level of blame that you get if you 
haven’t had that relationship. 
 
However there is also a suggestion that that the midwife/mother partnership may mitigate any 
blame that could be targeted at the midwife which could be construed as the midwife 
managing her own elements of risk within a culture of fear and blame.  Blame is viewed as a 
derivative of a risk culture and it has been propositioned that the need to apportion blame is 
central to the selection of risk. Every culture draws its own ideas of what constitutes as normal 
and of natural. For example if death is held to be normal within that culture then no-one is 
blamed. If death however, is viewed as avoidable that someone has to be held responsible and 
to take the blame (Coxon, Sandall, & Fulop, 2014).  
 
 
Ever growing menu of risk factors 
It has been identified that an ever-growing list of risk factors is making the job of brokering the 
network of choice and risk increasingly challenging for midwives (McIlhone, 2016) and the 
midwife below expresses her frustrations relating to this.  
  
Alice (1): They’re now saying that IVF women have to be induced at forty weeks, and forty year 
old women have to be induced at forty weeks and then there’s increasing BMIs, I mean I’ve got 
women of all of these things recently who’ve had issues, and it does become hard to, you cannot 
keep it normal because everyone wants to interfere with that pregnancy, everyone wants to get 
that baby out early. 
 
Increasing complexity is a much cited phenomenon in maternity care, and it is used as a 
rationale for increasing intervention, such as the induction of labour referred to by the midwife 
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(McAra-Couper, Jones, & Smythe, 2010). There is no single definition of ‘clinical complexity’ 
but the increasing occurrence of chronic disease and co-morbid conditions are generally 
included in the term. The use of the term co-morbidity is generally used if the woman has an 
underlying medical condition such as gestational diabetes. However, co-morbidity means the 
existence of more than one condition or disease and if a woman only has one condition, then 
this would suggest that pregnancy is at times being referred to as a ‘condition’. This is wholly 
at odds with the definition of childbirth as an altered state of health as opposed to a state of 
pathology and the risk agenda appears to have facilitated this  
(Davies, 2012). Interestingly, risk factors which are not medical conditions per se, such as Body 
Mass Index (BMI) and maternal age are also ostensibly included in the list of ‘conditions’ 
(Ministry of Health, 2012). There is little argument that obesity can present challenges during 
the childbirth continuum and that these challenges can pose serious threats to the health and 
wellbeing of both mother and baby (McAra-Couper, Jones, & Smythe, 2010). However, critics 
argue that the root cause of endemic obesity within society is not being addressed at a 
sociopolitical level and that this leaves women in the maternity system vulnerable and labelled 
as ‘risky’ (Deery, 2011).  Additionally, an obese woman may be clinically and nutritionally 
healthy whereas a woman of medically acceptable weight may be poorly nourished which may 
put her at risk (Keely, Gunning, & Denison, 2011). The same principles can be applied to older 
women who are classified as being at increased risk, and to other categories such as younger 
women and those who have conceived using assisted reproductive technology. Midwives 
today are said to be facing a level of complexity in care that is unprecedented (Pairman et al., 
2015; NZCOM, 2016) leaving them to grapple with the interpretation and consequences with 
women in their care.   
In their discussion of risk as a concept within their caseload, the midwives vacillate between 
trying to hold onto a sense of normality for the woman to resorting to a risk based approach 
to construct their own perspectives of women which fit within a risk managed mode of 
practice.  





Amber (1): Much more so than with age. I had a forty five year old who I just discharged this 
morning, who had the most beautiful pregnancy and straight forward labour and birth, and 
she’s on such a high, she’s a well woman, healthy baby, but I have someone who is twenty five 
with a BMI of too much to think about at 150kg, much worse off from a complexity point of 
view. 
Jane (1): My women with huge BMIs pop their babies out. 
Alice (1): Not all of them. 
 
Amber (1): This one’s got hypertension, she’s got gestational diabetes, she’s got problems with 
swelling already at sixteen weeks, so moving an issue, she’s going to see the physio already, 
she’s going through the hospital clinic because she’s had wound infections, you know it’s all 
those things on top of. 
Jane (1): It takes so much longer when there’s all these additional aches and pains etc. 
Amber (1): But even though it’s a complex issue, it still doesn’t mean that I’m not going to look 
after her, this will be the third time that I’ve looked after her, so I’m guessing it’s going to get 
easier every time. Well I know her better. 
Alice (1): She puts more weight on every time though. 
 
This discussion serves to illustrate the internal conflict of the midwives where they are 
struggling with their philosophical standpoint as ‘guardian of normal birth’ and external conflict 
as they aim to negotiate a way past the ‘condition’ with obstetric colleagues, be it pre-existing 
medical, obstetric or socially constructed. However, they are also, albeit inadvertently, 
supporting the notion of risk categorization and therefore validating a hierarchy of risk. 
 
Unique Normality Revisited 
The discussion above leaves little doubt that in spite of  endeavours to normalize the 
woman’s experience as much as possible, or to capitalise on their relationship with women,  
the biomedical paradigm and the techno-rational mindset that resides within it  has had a 





confusion within the  group who are trying to hold onto what Downe (2010) describes as the 
“uniquely normal” aspect of each woman’s birth.  By this Downe is suggesting that the: 
dynamic biological systems and psychological orientation of mother and baby interact 
in unique and unpredictable ways with the context in which [pregnancy and] labour is 
happening including the attitudes, beliefs and care practices of her birth companion 
and attending staff and the setting in which she is giving birth (Downe, 2012, para 17).  
 
By applying  complexity theory to  childbirth, there is an acceptance that a one-size 
fits-all approach cannot be employed  because each woman has  unique needs and  
crude risk categorization cannot address this.  Complexity theory accepts that our 
reality is composed of a broad-based range  of interrelated phenomena which may be 
orderly, complex and disorderly. This eclecticism allows for many different ways of 
being and doing and embraces  a flexible and unbiased approach to epistemological 
viewpoints and  philosophical approaches that eschews ascribing a greater status to 
one set of  professional values over another (Byrne 1998). Risk management 
conversely is about order and predictability  (Beck 1992; Lupton, McCarthy, & 
Chapman 1995) and this does not sit comfortably with complexity, uncertainty and 
unique normality. As a result, the midwives experience professional conflict, and 
misperception and frustration ensue. Skinner (2008) defends midwives and the 
position that they find themselves in. She contends that midwives are vulnerable 
within a system governed by risk. They can be challenged by the women using the 
service, managers of maternity care, as well as others at the interface of care such as 
doctors and even their own colleagues at times. “Despite having developed a strong, 
autonomous midwifery profession, which now provides most primary maternity 
care, we have not succeeded in making a significant dent in our risk framework” 
(p. 54).  
 
Pushing the Boundaries (a little) 
Consequently, midwives have been forced to find other ways of making it possible for 





stealth’ which is described by Kirkham (1999) as, “the complexity required in order to achieve 
objectives which cannot be voiced clearly and directly” (p. 737).  In her study, Kirkham found 
that this surreptitious behaviour was common in midwifery practice, often presenting at the 
interface of  inter-professionalism.  In the quotation below, I would suggest that  the midwife 
uses the euphemism of ‘pushing back the boundaries a little bit’ in this way.  
 
Amber (1): I say to the women, this is the protocol this is what they recommend, but 
it’s not the law, you’re not breaking the law if we push the boundaries a little bit. But I 
want to give you really good safe care. I’m not going to do anything that’s going to 
put your baby at risk.  
 
Although short, the quotation above is loaded with meaning about the constructs of risk, 
choice and safety in contemporary midwifery care. The midwife appears to offer the woman 
choice and control by explaining that she is able to “push the boundaries” which suggests 
that the boundaries, defined by medical policies and protocols, can be pushed back, but 
there is a caveat that they can only be pushed “a little bit”. If they are pushed too far, it might 
be detected.  
 
It may be, of course, that the midwife considers that  to push further may  impact on the 
safety of the baby. However, the problem with the message delivered is the potential for 
misinterpretation. For example, the woman may receive this message as advising her that if 
the boundaries are pushed a lot rather than a little, she might  be breaking the law as well as 
potentially putting the baby ‘at risk’. This creates a degree of ambiguity laced with fear and 
now it seems that the midwife will govern the level of risk to the baby so that the baby is 
‘safe’, with of course, the woman’s informed consent. Risk has potentially added a layer of 
what could be described as chaotic interpretation. The cited scenario could be interpreted as 
the midwife redefining the notion of risk and setting herself up as a better judge of what 
constitutes risk than the institutional frameworks of risk.   Conversely, the midwife may be 
viewing her part in the process as shielding the woman from over-zealous protocols that, as 





message that the midwife  carries could be construed as a fearful one that may result in the 
woman relinquishing control over her experience.   
 
The discourses of risk and safety have a strong association with the discourse of fear, 
although it has been advocated that the deficit of theory on societal fear in the 21st century 
has been overshadowed by the expanding literature on risk (Furedi, 2007). Furedi (2007) 
suggests that risk has become a new moral consensus and that transgressing this societal 
covenant of risk is not dissimilar to that of the contravening of codes of religious belief in 
times past. Before the revision of the neoliberal concept of risk, risk-taking behaviour was 
viewed as having the potential for either positive or negative outcomes. However, in the 
current ideological climate, it is viewed  as an external and free-standing concept that exists 
independently of the individual (Lupton, 1999). Furedi (2007) therefore theorises that in a 
climate where insecurity is used to maintain a sense of control the “autonomous individual 
disappears” (p. 26). The individual is thus remodelled as  submissive, passive and reliant of 
expert advice and a culture of fear is achieved. “fear does not just happen; it is socially 
constructed and then manipulated by those who seek to benefit” (p. 26). In many ways the 
scenario serves to represent the Hobson’s Choice that midwives are frequently faced with in 
current maternity care where the rhetoric of risk results in a climate of fear. 
 
An Acceptable Risk? 
There are  a number of examples of the presence of both risk and  fear in the disclosure of 
the midwives, where the degree of risk that the midwife is willing to take, encroaches on the 
choices that women can make.  
 
Alice (1): I think all that we’re doing is trying to advocate what the woman wants, I don’t 
want to be a dangerous midwife that puts women’s lives at risk and babies die, I don’t 




This quote offers an example of how the pressure of  accountability can lead to fear and 
stress in practitioners. The midwife wants to be able to act as an advocate for women when 
they make their choices,  but feels that she is not always able to do this because, as she 
stresses, she cannot put women and babies at what could be considered as being at risk. 
Although this sentiment is almost certainly made  in good faith, it  effectively nullifies this 
advocacy role and places the midwife in a position of authority. If a woman steps outside the 
parameters of what is considered to be an ‘acceptable’ risk, her choice becomes problematic 
and risk and safety become the driving forces for decision making. The identification of risk 
according  to Skinner and Maude (2016), is  tied up with control and as midwives attempt to  
predict the possibility of a specific outcome, they have a tendency to attempt to make the 
decisions for  their clients.  In a UK based study Hindley and Thomson (2005) explored the 
themes of informed choice and the power of the midwife.  They found that although 
midwives supported the application of informed choice and shared a professional consensus 
for the concept, this was not translated in practice where midwives struggled with the 
competing agenda of medically driven protocols and a relationship with women. In this 
particular study, the midwives manipulated information during their interactions with 
women, which as the researchers concluded meant that women got the choice that 
midwives wanted them to have.  
Additionally,(Stahl & Hundley, 2003) claim that health  professionals and women use quite 
different approaches in the interpretation of risk and that this influences the information that 
is shared.  Health professionals have a tendency to use  epidemiological and evidence based  
approaches when examining risk and this  reflects their specialist knowledge and 
understanding. Although the values and beliefs of midwives will also inevitably play a part in 
informing their perception of  risk, when women assess their own pregnancy risk, it tends to 
be far more contextualized and  influenced by many social constructs such as peer and media  
influence (Jordan & Murphy 2009). As a result, the self-assessment of risk for women can be 
very different from that of a health practitioner and this could lead to conflict within the 
relationship in a continuity of care model.  
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A Well Mother and a Well Baby 
There are a number of studies that highlight how fear of  litigation, public exposure and 
professional disciplining cause practitioners to focus on physical outcomes relating to clients 
and their babies rather than psychosocial elements of care. ( MacKenzie Bryers & van 
Teijlingen, 2010; Copeland, Dahlen, & Homer, 2014; Healy, Humphreys, & Kennedy, 2016). 
This may explain the response of the midwife here below: 
Amber (1): I’m happy  to use the medicine, I’m happy to use the tried and tested because 
at the end of the day you want a well baby and a well mum. 
Here, the midwife indicates that she is willing to use whatever is on offer in terms of medical 
support in the endeavour of achieving the outcomes of well baby and well mother, once again 
inadvertently adhering to the parameters of a risk focused service.  Whether the ‘tried and 
tested’ will enable achievement of such outcomes is not addressed and the matter of whether 
the woman will consent to the ‘tried and tested’ is not elucidated. The midwife is primarily 
focused on the parameters of safety within a techno-rational context.  
The belief that we can prevent, manage and control risk is a potent, pervasive and persuasive 
one in birthing territory, an area of life that is in many ways fraught with uncertainty. Thus, 
safety has been turned into a commodity within the techno-rational health care setting, and  
health-care professionals are expected to provide ‘safety’ for patients/clients/consumers 
(Skinner & Maude, 2016), usually in the form of technological intervention from  screening in 
pregnancy through to  surgical childbirth.  Fearful connotations of risk result in women being 
more reliant on technology in order to reduce any element of risk and to seek reassurance 
that the pregnancy or labour and birth are progressing normally (Scamell, 2014; 
Seavilleklein, 2009).  
One of the midwives in the study  contested  the assumption that technology can provide 





Betty (2): Midwives need to  support  physiological birth and not buy into the fact that 
people all have to go to the hospital to have their baby. They all have to have the 
modern technology. Just because you’ve got something that goes there, doesn’t mean 
we have to use it…. we are actually protecting a style of care which has never been 
wrong but still can be seen as not as modern and so as flash. 
 
This is a perspective that would almost certainly position midwifery in the literature “as an 
antagonistic agent, guarding women’s interests by stubbornly maintaining a professional 
faith in women’s ability to birth and nurture their offspring without recourse to technology” 
(Scamell, 2014, p. 925). 
It would be incomprehensible to argue against the outcome of a healthy baby and mother as 
the primary outcome of birth. The Midwifery Scope of Practice included in Chapter 6 (p.142) 
provides boundaries of midwifery practice to ensure safe practice and this is  further 
accentuated in the Competencies for Entry to the Register. However, the ‘safety’ of mothers 
and babies has been used as justification to coerce women into compliance (Reed, Sharman, 
& Inglis, 2017; Bohren et al., 2015). In a systematic review that included a range of international 
studies, Bohren et al. (2015) reported that although this sort of coercive communication occurs 
at the interface between provider and recipient of care, it actually results from systematic 
failures at institutional and healthcare system levels. Even within a continuity of care model, 
the need to conform to systematic requirements influences the choices that a midwife feels 
that she can offer. Risk aversion is a key element that influences the actions and care that a 
practitioner feels able to provide and the frameworks that guide practice, particularly within 
the confines of a hospital setting, are viewed as mandatory risk management tools. This may 
be an indication of why, in spite of the continuity of care model, the intervention rates here in 
New Zealand/Aotearoa are similar or only marginally better than countries such as the UK, 









Risk, Fear and Place of Birth  
Primary Maternity Units 
A sense of fear among midwives generated by perceived risk around place of birth emerged 
during discussions in the focus groups. One of the DHB midwives was speculating about why 
LMC midwives are reluctant to bring birthing women to the Primary Maternity Unit (PMU).  
 
Betty (2): It’s really hard from a primary unit midwife point of view when you were 
talking about the midwives that  don’t feel confident about birthing out here. How do 
you support them to do that? I mean, we’ve done tech skills, we’ve done everything. 
We’ve all proven to them we can cannulate and cope with the one or two emergencies 
we have a year, and yet they still will not come. They don’t want to be out here 
because they’re scared of something going wrong. 
 
As discussed in Chapter 6, the decision of  assorted governments to centralize health services 
in order to rationalize resources and improve safety, led to  a wide scale programme of 
closure of  primary maternity units throughout the country. This was fuelled by a public who 
were persuaded that technology and increased medicalisation would provide a safer 
environment for birth. More recently, in spite of substantive evidence about the advantages 
of using these units to birth, including a greater likelihood of normal birth with less 
intervention and low levels of perinatal mortality and morbidity, many of the primary 
maternity units in New Zealand/Aotearoa are experiencing decreasing occupancy rates  
whilst the obstetric units in tertiary hospitals are over utilized (Dixon et al., 2012). In 2014, 
the percentage of births in a tertiary facility unit was 46.6%, secondary 41% and primary just 
9.1% 2014 (MoH, 2015b).  This can do little to engender the confidence of the midwives 
about the future of their primary unit.  
 
 Helen (2): It would be a huge shame to see this place go. 
 Lorna:  And are the local community using it? 





 Lorna: For birthing or?  
 Wanda (2):  I think most of those women that live in the townships would rather go in 
to town. 
 Helen (2):  Cause it’s just so convenient if you live in ******isn’t it yeah? 
Wanda (2): It’s still that message out there that first time mothers do have to birth in a 
you know secondary you know tertiary unit yeah, which is a shame. 
 
The  evidence that some women feel that the units are not as safe as birthing in a hospital 
unit is often cited as a reason for their under usage (Davis et al., 2011).  Grigg et al. (2014) 
claim that the women in their large scale New Zealand based study perceived themselves as 
the main birthplace decision makers with midwives being the most influential health 
professional to assist in the decision making process. However, just because they are the 
main decision-makers, does not mean that the decisions are always activated and Grigg et al. 
(2014) acknowledge that women are sometimes prevented from accessing their preferred 
place by  organisational  constraints or conditions. These include not being offered options 
around birthplace  and restrictive primary unit booking criteria which exclude many women 
at the first stage of the process.(Tracy, 2011) states that a loss of PMU’s is a “clear example 
of the lack of attention being given to the relationship between healthcare, sustainable 
communities and overall quality of life”(p. 41). She stresses that this important consideration 
is overlooked by maternity policy and decision makers.  
 
These are relatively new findings and it seems that Canterbury District Health Board (CDHB) 
are endeavouring to encourage ‘low-risk’ women to consider using PMU’s in order to avoid 
unnecessary interventions and to deal with the logistical problems created by excessive bed 
occupancy in a tertiary facility.  In early 2017, CDHB invited midwives to attend a series of 
forums to explore ways to actively promote the use of Primary Maternity Units.  However, 
the forums were strongly opposed  by the maternity advocates group Action to Improve 
Maternity (AIM) (Meier, 2017). The spokesperson for the group claimed that  the initiative 
would restrict choice and  increase risk for mothers and babies.  She went on to add that 





because they want the security and safety of a medical space. The doctrine of the consumer 
organisation effectively used the rhetoric of choice to support the rhetoric of risk in spite of 
the strength of the research evidence. Any plans to further this initiative on the part of CDHB 




In relation to the place of birth, one of the midwives spoke of an occasion when an 
obstetrician had condemned homebirth during a discussion with a woman who was planning 
for this .   
 
 Sarah (3): They well, they went and spoke to one of the obstetricians up there who 
talked about how dangerous home births were and the fact that England had outlawed 
them.  Well England hasn’t outlawed them at all. 
 Melanie (3): I had my children at home in England actually (laughs). 
 Sarah (3): But they can undo months of hard work with one lie like this. They don’t have 
to prove it, just to create doubt in the woman’s mind. She’s not planning a homebirth 
now.  
 
The safety record of home birth has been extensively researched and  like PMU birth is 
associated with much lower rates of intervention, less pharmacological pain relief and 
postpartum haemmorrhage,  whilst outcomes for the babies are similar or better than those 
in planned hospital births for low risk women, even for first time mothers (Davis et al., 2011; 
Sandall et al., 2013; Dixon et al,. 2014). Hospital based birth conversely is associated with a 
range  of technological interventions such as augmentation of labour and emergency 
caesarean section  even within a population of low risk women (Tracy et al., 2007; Davis et 
al., 2011; Tew, 2013). Although this cannot be fully explained in the literature, the field of risk 
management has led to a risk surveillance approach to pregnancy and intrapartum care 
which is believed to  be a contributory factor.  As Davis and Walker (2012) speculate, the 





potential for consultation with obstetricians” disciplines midwives practice because “in every 
decision and action; they imagine a future obstetric confrontation, judgment and scrutiny” 
(p. 608) The cultural norm of risk aversion heightened by the perspective of the obstetrician, 
in this case  led to an exaggerated assessment of risk which led the woman to change her 
mind about place of birth. As a result the midwife is left feeling powerless in the shadow of 
what she indicates is the woman’s trust in the perceived superior knowledge of the doctor.   
 
Risk and Safety  Following a Natural Disaster 
The original focus group meetings for this project took place in the aftermath of the 
Christchurch series of earthquakes in 2011-2012. It was therefore unsurprising that the event 
came up for discussion and that the midwives chose to share some of their stories.  Whilst 
analysing the data, a unique feature in some of the earthquake related discussions became 
apparent;  this centred around the change in the decisions that some women were making 
regarding  their place of birth. As a result of the state of disorder in the city following  the 
major events and the aftershocks, the  conceptualisation of what was deemed to be a safe  
birthing place was altered for at least some of the women for a short time afterwards119.  
 Helen (2): After the February earthquake we had a lot of women actually who didn’t 
know that we existed and didn’t know that that was an option for them to come 
anywhere near our doors. 
 Lorna: But they came here and birthed did they? 
 Helen (2): Some of them did. 
 Wanda (2): Yeah and some felt that ***** was a safer place to birth than ****.  
 Others:  Yeah. 
 Wanda (2): After February yeah, yeah. 
 Lorna: But you say it was only a transient thing and now? 
                                                     
119 I acknowledge that a large number of  pregnant women did not stay in Christchurch following the 
earthquake and made their way to other parts of the country to birth their babies. I also acknowledge that 
home did not exist for many families after the quakes and that many were too traumatized to remain in what 
had been their family home. 
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Terrie (2): And now it’s reverted back yeah. 
At a time when the city turned momentarily from risk management to survival mode, the 
parameters of safety changed for women who were due to labour and birth and their 
perception of risk appeared to change as a result. There does not seem to be  any readily 
accessible research that has expressly looked at this phenomenon, but it emerged as a point 
of interest in more than one of the groups on more than one occasion.  In a discussion with 
one of the LMC groups they spoke of the women who had planned a hospital birth but felt 
that they now wanted to be in their own homes to birth.  
Lorna: What about place of birth, has it changed? 
Alice (1): Definitely, I’ve had many more home births. 
Lorna: Really? 
 Alice (1): Yeah, I had quite a few women who were too scared, didn’t want to go to the 
buildings, even though you know Christchurch Women’s is supposed to be safe, which 
it obviously is but…… 
 Amber (1): People are birthing and going straight home cause they didn’t want to be 
away from their family. 
It seems that the place where these women had thought that they would feel safe had 
become a place of threat and that their own homes offered a reassurance  that a medical 
environment was unable to provide. There is admittedly the matter of the conflicting risk of 
unsafe hospital buildings, but the women also viewed the value of staying with their families 
for safety rather than a stay in a  hospital  facility with hospital personnel who could not offer 
the emotional reassurance that they required at that time.  This finding  led me to reflect on 
the contingent nature of  the societal constructs of  choice and risk. Both are  value-laden 
concepts  that impact on our cultural understanding and have a powerful influence on how 
we view, speak about,  and manage our way in the world (Lupton, 1999), and both are 
provisional and subject to the vagaries of change. 
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Conclusion 
The data presented in this chapter indicates that midwives have  a good understanding of the 
importance of  birth in a broader societal context and are keen to promote  their role as the 
defender of normal physiological birth.   This might suggest that the New Zealand midwifery 
model  is antithetical to a choice/risk dynamic during  the childbirth experiences of women.  
However, the maternity care system which claims  to facilitate a ‘woman-centred ethic of 
care’ and to promote personal  autonomy  by embracing  liberal feminist values, does so  
within a framework of  informed choice and consent (De Souza & Butt, 2016). The midwives  
place a considerable value on that framework of choice and, as  discussed, within a 
‘consumer-based’  approach to care  choice is never far away from risk. Thus the presence of 
risk consciousness, risk  management, and risk aversion are not hard to identify in the 
discussions of the midwives. Midwifery may have  located itself as an anti-authoritarian 
feminist paradigm that  positioned itself  in opposition to obstetrically managed birth 
practices, but the choices on offer within this paradigm belong incontrovertibly within a 
neoliberal consumerist context of health care (Spoel, 2006).This predilection is by no means 
restricted to the delivery of maternity or even health care. A risk-averse health care system is 
symptomatic of  the magnitude that we have grown  to attribute to the constructs  of  choice 
and risk at a societal level (Beck, 1992). These  constructs within the context of current 
Western style culture,  have resulted in devastating outcomes far beyond the reach of 
healthcare.  Consumption is occurring at an extraordinary rate and contributing to 
environmental and economic degradation on an unprecedented global scale (Gilbert,  2008).  
What the choice/risk/safety agenda does, is introduce doubt and mistrust in the dynamic of 
physiological birth and foster an overinflated dependency upon expert knowledge and 
technology. Additionally, midwives  experience professional  anxiety and an exaggerated 
belief in the intrinsic value of risk (Scamell, 2014). This loss of faith in the reproductive 
process for midwives may have been transferred to women, or perhaps a loss of faith for 





and midwives have been potentially left with a sense of distrust that is attended by an ever 
growing reliance on the technologies of risk such as antenatal screening and birth 
interventions such as caesarean section.  Midwives are thus caught in the cross fire of choice 
and risk.  They are passionate about the nature of their work overall, and value greatly the 
relationships  that they have with women, their families  and with colleagues, but they 
cannot actualize their authentic sense of identity within the constraints of consumerist 
expectations. As Skinner (2003) rightly heeds,  there is no easy remedy to the quandary that a 
risk based culture can propagate and the effect that it potentially has on outcomes.   
 
From an ANT perspective, the network of maternity care in the context of a market-led 
ideological position is a complicated and contextually situated assemblage. The central 
metaphor of ANT is that of  a province of competing social forces and strategies that are 
recurrently shifting, with alliances being formed and dissolved. By analysing the impact of  
consumerism and its components of  choice, risk and safety, the dynamic  and power laden  
perspectives of  life within the current network of maternity care  have been presented; 
power and contestation have been observed and  multiple perspectives explored.  Whilst the 
discourse of choice and rational decision making  appears to facilitate empowerment for 
women in the system, the complex delivery of care, where material and semiotic as well as 
human  and intra-human interactions operate, means that the rhetoric of choice can never 
engage with all of the players in the tableau. As a result it is not possible therefore to 





Chapter 9. Nostalgia 
By telling stories and tracing histories, ANT demonstrates that it is  “a pragmatic, recursive 
sociology of process with an interest in the uncertain processes ” (Law & Hassard, 1999, p. 
39). By analysing the narrative the researcher is able to gain insight  into how actants work 
together or lose their place of influence within a network. The analysis of stories offers a 
clearer understanding of the formation and progress of relationships within the network. 
Stanforth (2007) claims that ANT flourishes on the ‘pixels’ of evidence, that contribute to the 
narrative. These fragments may not offer a complete picture but may uncover something 
unexpected or unanticipated .  
As I returned once more to the network via the data, I encountered such unexpected findings 
in the stories of the midwives. It was revealed in  the form of the concept of nostalgia. The 
midwives appeared to be grappling with a rapidly changing world in terms of their practice 
and identity and I wondered if this was manifested in nostalgia. Change is a constant in life, 
most often representing a steady, routine and everyday quality. Human actants within a 
network have a tendency to focus on continuity rather than the changes that occur 
constantly and this may evoke what Back (2009) refers to as a sense of ‘ontological 
insecurity’.  The past and the present cannot be viewed individually because each one 
informs and  influences the other (Bennett, 2015). The data analysis of the consumerism 
theme in Chapter 8 had led me to deliberate about how people manage both change and 
continuity simultaneously.  I became aware that the concept of nostalgia offered a vehicle to 
explore this phenomenon. In this chapter therefore, I will present the midwives connection 
to the past in order to explore further the question of midwifery identity in the contemporary 
field of maternity care.  
Defining Nostalgia 
From an etymological perspective the word nostalgia results from the merging of the Greek 





century to describe the severe homesickness of Swiss soldiers that resulted in pathology.  It 
lost its pathological connotations in the 20th century however, becoming instead more 
typically described as an emotion "the bittersweet recall of emotional past events… a type of 
autobiographical memory" (Mills & Coleman, 1994, p. 205). Wilson (1999) suggests that this  
bittersweet character of nostalgia  renders it a ‘difficult emotion’ because although nostalgia 
may evoke pleasant memories it may also elicit sorrow and a sense of loss.  
Nostalgia is also said to provide  defence against anxiety ( Brown & Humphreys, 2002), act as 
a strategy for resisting change ( McDonald, Waring, & Harrison, 2006), reiterate professional 
identity (Tsouroufli, Özbilgin, & Smith, 2011), and provide group identity for those with a 
shared past  (Milligan, 2003).  It may also serve to reduce feelings of fear and anxiety during 
major transitions in life (Kessous & Roux, 2013). 
 
Davis (1977) describes nostalgia  as “an individual’s view of their present situation as 
contrasted with their memories of the past” that can sometimes present as a “painful 
yearning to return ‘home’” (Davis, 1977 p.73).  Bietti (2014) terms nostalgic memories as  
“situated reconstructions of [past] experiences in the present” (p. 29). As these definitions 
imply, nostalgia is an abstract concept which can make it hard to determine.  The word 
‘home’ used in Davis’s definition for example, is contentious in terms of what meaning it 
carries for the individual.  Aden (1995) views nostalgia  as a way of “symbolically escaping 
cultural conditions that people  find depressing and/or disorienting”. He suggests that the 
use of nostalgia allows individuals to “situate themselves in a sanctuary of meaning, a place 
where they feel safe from oppressive cultural conditions” (p. 35 These recollections Aden 
suggests, can lift us momentarily from the grind of everyday life  to revisit a kinder, gentler 
world with pleasant memories. In the same vein, Davis (1977) writes  that in the face of 
modernisation programmes such as those in institutional and organisational settings, not 
everyone is able  to throw the past to one side and accept a new regimen. For some this may 
mean the  loss of  long held and cherished identities; nostalgia therefore becomes a coping 
mechanism.  Davis  goes on to say that our relationship with the past contributes to our 
sense of who we are and what we stand for. It is argued that nostalgic thoughts actually 
inform us more about the present than the past because they are actually more about 
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making meaning from current events than about the past (Ybema, 2010).  In this way, 
nostalgia is more about “the discontents of today” than the “contents of yesteryear” 
(Gabriel, 1993, p. 137)  
IN ANT terms, nostalgia can be seen as an actant that is semiotic in nature. It is an emotion 
that primarily evolves  from the absence of something and so exemplifies the semiotic 
process which is the ontological result of “something staying for something else” (p. 1) and  
nostalgia is the resulting emotional manifestation (Leone, 2015). As Davis (1979) observes,  
any established culture contains powerful symbols of the past that influence the construction 
of current  identity by  drawing upon the past. The past therefore becomes “one of the 
means....at our disposal for the never ending work of constructing, maintaining and 
reconstructing our identities” (Davis, 1979, p. 419).  The sentiment of nostalgia is ascribed 
meaning by symbols  that represent something from our  past. The symbols remind us that 
time is linear, signifying the impermanence of  times, places, things, and people that cannot 
be evoked in the present, a reminder of the contingent nature of any network.  Additionally 
and interestingly, I found that the nostalgic narratives were often focused around 
interactions with others and that the self was the major actant in the story.  This would 
render nostalgia a network within itself. 
Nostalgia in Practice 
This emotion of nostalgia has a significant presence in the words of the midwives. It appears 
in many different contexts and guises throughout the data. As identified in Chapter 3, the 
midwives ranged in age between their early forties into the sixties, which means that many 
had been in practice for a long period of time. Some had trained as nurses before becoming 
midwives, others had come from a variety of different backgrounds. The midwives had 
experienced many changes in practice during that time and although they may not have 
shared the direct experiences, they had a shared understanding about how things once were. 





between individuals that is founded on a shared past.  However psychologists have argued 
that memory is a totally private phenomenon of the individual that extends at most to their 
families (Batcho, 1995; Werman, 1977). Sociologists have argue that  it is impossible to view 
memory or nostalgia as a totally separate phenomenon as it is constructed from a world view 
that is formed by societal interaction.  Wilson (2005) argues that nostalgia calls upon a 
reconstruction of the past that may reflect selective memory as well as oversight and can 
occur at both an individual and at a collective level. 
 
 The midwives  frequently reminisced about how things were better/easier/less complicated 
in the past. However, it should be stated that the emotion conveyed by nostalgia is more 
than reminiscence, which is simply related to recollection and recall.  Nostalgia involves 
emotion, which has cognitive and affective connotations and also, it could be said, an 
element of behavioural response. In other words, the distinction of nostalgia from just 
remembering is the emotional component. “One can remember without being nostalgic, but 
one cannot be nostalgic without remembering” (Batcho, 2007, p. 363).  
 
A Hands off Approach 
Werman (1977) refers to nostalgia as “a wistful pleasure, a joy tinged with sadness” (p. 393) 
and there was a sense of both wistfulness and loss at times on the part of the midwives for 
times, places and  events from the memories of their working lives. One speaks of a time 
when  midwives used to be able to offer greater ‘hands on’  support to women and their 
babies  in practice.  Although there is pragmatism in the words spoken, there is equally a 
‘tinge of sadness’ for times gone by: 
 
Helen (2): I was thinking you know in the old days when we did quite a lot of handling 
of babies and..., if I’m doing any clinical shifts now I’m almost completely hands off 
and I think we, I think midwives are now, you’re hands off.  I don’t bath the babies any 
more. I know why but… 





Helen (2): I don’t do nappy, well I do nappy changes sometimes in the night time just 
cause it’s a nice thing to do and if mum doesn’t have to get out of the bed I just think.  
But it’s just, cause we’ve got so little time you have to really encourage the family unit 
to do everything for the baby so that they get used to, certainly the first time mums, 
so that they get used to handling the baby and being with their baby which is quite 
different from quite a few, from a few years ago.  Or even when I started here you 
know I think we did quite a lot of handling of babies… 
 
The ‘hands off ‘ approach in this context, refers to the practice of minimising any handling of 
the baby (or the woman) on the part of the midwife, unless there is a good reason to do so 
and that explicit consent is  obtained from  the woman. It is particularly pertinent in terms of 
breastfeeding support and has been described as a way of ensuring that routine practices or 
interventions which are applied on a population basis without consideration of the needs of 
the woman are not adopted (Wickham, 2009). It is also about engendering confidence in the 
parents by quietly supporting them without controlling  and in a world where many parents 
have never even held a baby, this seems a valid and responsible thing to do.  Yet the 
midwives, at an emotional level, indicate some sense of loss as though it feels counter 
intuitive to stand back and talk parents through rather than offer support in the form of 
active participation.  
 
This change could also be attributed to an ANT process of translation, where the 
heterogeneous entities in the network have come together, reconnected and  changed form 
as a result. Translation takes place as a result of the action of one or more actants 
reinterpreting or relocating the interests or even the identity of those in the assemblage in 
order to align the interests of these other actants with their own (Garrety, 2013).  I would 
suggest that the expectation on the part of the midwives to ‘step back’ and watch could also 
be linked  to the ‘grand narrative’ of neoliberalism which emphasizes individuality, self-
management and resilience,  which is here extended into the realm of new parenting (Beck & 
Beck-Gernsheim, 2002; Shirani, Henwood, & Coltart, 2012). In a sociopolitical milieu where 





shifting of the emphasis of responsibility  from practitioner to parent creates a subtle change 
in the configuration of the network which becomes an opportunity to  foster the ideological 
concept of individualism.   
 
 
Crafts and Music 
The midwives nostalgia for the past was shaped by both human and non-human 
relationships. ANT decrees that relationships between subjects and objects should be 
considered as  a way in which actants transform each other within a network that is 
redefined by reciprocal interaction (Latour, 1999b). ANT allows us to observe the co-
dependency between human meanings and everyday technologies and raises questions and 
theory. The two examples from two different discussions below, serve to illustrate the 
symmetrical analysis of ANT, involving the inclusion of both human and material actants.  In 
the first example, the non-human actant was the craft of  knitting and in the second, a piano.  
 
Betty (2): It’s a shame they’ve gone,  knitting and crochet groups, we used to have 
them. 
Lorna: Yeah, yeah, yeah.  Midwives always used to knit and sew in labours and things 
as well didn’t they?  You know it was always something that was sort of associated with 
birth and labour. 
 Wanda (2): I still do (laughs) when I get time because these days in a hospital situation 
there’s often jobs to be doing just the entire time… 
 
Wanda appears to make light of the discussion by laughing about the amount of work to be 
done that prevents them from engaging in traditional midwifery activity such as knitting. Yet 
there is a bittersweet note when Betty acknowledges a degree of regret in her comment 
about the loss of  such an endeavour.  In recent years, some midwives who have been  
knitting or  working on other forms of crafting  during a woman’s labour  have been 
reproached for engaging in unprofessional  behaviour (Wickham, MacNeille, & Read, 2013). 
This could be seen to be the response of the reason and logic of a market-led health care 
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system  where ‘time is money’ and the notion of quietly ‘watchfully waiting’ for  events to 
unfold, like knitting,  are viewed as anachronistic and valueless.  Wickham speculates  that 
the repetitive sense of rhythm created by knitting or other crafts  can produce a quasi-
meditative state in the midwife that may be vicariously  transferred to the labouring woman 
(Wickham, 2013).  Leap and Hunter ( 2016) speak of it as a “metaphor for presence” in the 
birthing room and inform that it can increase neuro-hormonal activity that facilitates uterine 
contractions.  In the past, the midwives would not have known the science behind the 
crafting but appeared to have a tacit understanding  that this passive activity could 
contribute to a positive birthing experience and outcome (Leap & Hunter 2016). Knitting in 
the birthing room could therefore be seen to represent an intuitive ontological 
understanding of what women need in order to labour effectively (Davis-Floyd & Arvidson 
2016; Cruz & Smedt, 2007) and yet it is viewed as unconventional with questionable  value in 
the technocratic, medicalised  environment of a 21st century maternity facility (Wickham, 
MacNeille, & Read, 2013).  
Building Community 
The role of social connector within the network introduced in Chapter 7, re-emerged in the 
nostalgic discourse as the midwives talked about the desire to encourage greater community 
amongst the women in their care. As I established in Chapter 8, they did explore ideas 
around how to make this happen, but there was a pensive acknowledgement  that women 
did not develop a stronger sense of camaraderie by sharing experiences and information 
during their stay in hospital as they had done in the past: 
Sally (2) :  I thought of Michel Odent and his antenatal classes around a piano. That’s 
what’s missing. And it’s not just about a piano. Women don’t have that opportunity to 
meet and just chill together any more.  
Michel Odent is a French obstetrician who introduced antenatal singing sessions for pregnant 
women at his birth centre in Pithiviers in the 1970s as an alternative to more conventional 





administrative staff, and cleaners were invited to join the pregnant women and their support 
people around the piano.  The communal singing was believed to create an endorphin 
response to make those singing feel good and to engender a sense of community through 
the shared experience (Odent, 2007). Singing in pregnancy offers many benefits over and 
above creating a sense of community, including increasing oxygenation for the baby (Pitman-
Will, 2013), but it does not conform to current professional expectations in either midwifery 
or childbirth education. The current mainstream structure of antenatal education in New 
Zealand/Aotearoa  is  reliant on funding from the Ministry of Health. This requires  those 
delivering  the content to conform to stringent specifications that could be seen to limit  a 
creative approach  and encourage the delivery of  sessions that tend to offer a reductionist 
and  medically biased approach  (Dwyer, 2009). As discussed in the previous chapter, the 
emphasis on choice is of paramount importance within a market based healthcare system, in 
order to facilitate informed decision making on the part of consumers. The issue of choice is 
clearly important but the rhetoric of choice has a tendency to supersede other elements such 
as the emotional and cultural impact of becoming a parent (Dwyer, 2009).  
 
The Voluntary Sector in the  Maternity Network 
This desire to create community extended to the involvement of the local population and the 
more active role that they used to play in the service : 
 
Sally (2): 20 years ago or something was that the Friends of ***** used to provide meals for 
some of the needier mums and I think that was from when they had a sort of meals on wheels 
service running here and so they could do that.  It sort of gave me a real surprise in a nice way 
I thought that’s like home birth groups where they look after those who are in need so it’s not 
only that the hospital benefits but the community benefits, the community supports the 
hospital which in turn supports those in need which is a lovely gesture, it would be fantastic to 
go back to that. 
 
Here, Sally  expresses a desire to go back to a time when she perceives that relationships 





to the comments in the last chapter about ‘no going back’. This led me to consider further  
the role of the voluntary sector in the context of maternity care in contemporary New 
Zealand/Aotearoa. The State of the World’s Volunteerism Report 2015 (UNDP, 2015) 
indicates that the voluntary sector is suffering from a dearth of volunteers in many countries 
and Volunteering New Zealand (2017) confirm this trend more locally. There are a number of 
suggested reasons why this might be the case such as: a lack of  investment in resources;  the 
capacity to effectively engage volunteers; people are working harder and consequently have  
less time on their hands; and a shifting trend away from community involvement, due to a 
number of  factors including perhaps the emergence of online communities and  a more 
mobile population (NCVO, 2017; VolunteerMatch.org, 2016).  
 
Volunteering New Zealand (2017) describes itself as being an organisation that “promotes 
values and supports effective volunteering for the benefit of individuals and communities”. It 
has a vision, a mission statement and it lists its core values and outcomes in an annual report 
that would not look out of place in the  corporate business world.  The last decade of the 20th 
century has observed  the introduction of competition by funders of the voluntary sector 
which is being transformed by the increasing influence of new managerial tools. This is 
referred to as the ‘‘bureaucratic restructuring  of the sector” (Fyfe, 2005,  p. 553), suggesting 
that increasingly controlling mechanisms are accompanying an increasing professionalisation 
in the voluntary sector and that this is driven by the unprecedented advancement of 
neoliberal practices.  A primary goal of neoliberalism’s policy agenda for both economic 
expansion and social governance is privatisation, in particular the ‘rolling back’ of the state 
and the transfer of ‘public’ services and functions to private (for profit) interests. This 
professionalisation of voluntary work has brought its own form of risk management which 
decrees that health and safety legislation must be met and robust screening in terms of 
police and security checks. This is not to decry safe practice in any sector, but the shifting in 
the network means that the days of the local community popping into hospital in an ad hoc 







Health Care Conferences 
An area of strong  growth in the era of the corporatisation of healthcare is that of the 
conference and events industry, and sponsorship and commercially related funding feature 
frequently.  The midwives discuss the organising  of midwifery professional conferences and 
events. 
 
Sally (2): If people want to have a nice venue and they want to have flash catering and 
we’re no longer doing the sort of church hall arrangement and uncomfortable chairs 
and bring a plate, it’s sort of a different age that we’ve reached where they want 
something different. Something flashier.  
The midwife  speaks about the ‘uncomfortable chairs’ and ‘bring a plate’  and both items are 
loaded with symbolism in  terms of a past where comfort was not a priority but sharing food 
was.  This sentiment is augmented with the use of the term ‘flashier’, a word  associated with 
something that is ostentatiously attractive. It may be that the midwife is nostalgic about a 
time, which although less grandiose, felt  more authentic in some way.  
 
There has been some critique regarding  the influence of neoliberal practices on conferences 
and events in both academia and health profession associations. (Jacobson, 2005; Poduval & 
Poduval, 2008; Nicolson, 2017). Healthcare related conferences are not a new phenomenon; 
however, the burgeoning in the number and variety of conferences, expositions,  and events 
in the past half century has been prodigious. Conferences are said to play a significant part in 
the construction of professional identity (Jacobson, 2005b) .  They serve to enable 
practitioners to update in terms of research and to keep in contact and network with their 
professional colleagues. Van Teijlingen (cited in Nicolson, 2017) states that applied health 
conferences are viewed as a platform for making a difference in a way that other conferences 
cannot achieve. They find it easy to attract politicians and subsequently often manage to get 
their issues on the political agenda. 
 
Health Professional Conferences also attract a lot of interest from the health related 





promote their services and products.  Conferences are traditionally places where buyers can 
view the products before purchase, which legitimises the presence of companies selling or 
promoting goods or services associated with maternity care at midwifery conferences. The 
problem is that the sponsorship that keeps most health professional conferences afloat 
financially is subtly, or sometimes not so subtly, using it as a platform for marketing purposes 
(Nicolson, 2017). Both the public and the members of the profession may perceive the 
professional identity of the host organisation as advocating the sponsorship products. 
Health Professional Associations are generally considered to be objective and there to serve 
the public interest. However the trusted professions that represent health professionals are 
also viewed by the corporate world as a means to “influence public opinion and public policy 
more effectively by working through seemingly independent organisations in addition to 
under their own names” (Jacobson, 2005a; 2005b). A midwifery organisation that agrees for 
a disposable nappy company to sponsor a conference in order to increase funding and 
provide the  event with a greater sense of  ‘professional’ quality, are allowing industry to use 
their reputation to promote a product which in the case of disposable nappies has serious 
environmental ramifications, has questionable values. Professional organisations therefore 
need to be fully cognisant  of all of the potential areas of conflict of interest and of the 
conceivable influence of a company on their independence if they agree to monetary 
contribution from such a company.  
 
The introduction of commercialism has set a precedent that would make it difficult to return 
to the time identified by the midwife, Sally (2), because the demand for corporate 
conference style events has fundamentally altered expectations.  The same midwife goes on 
to talk about her experience of  being involved in a group who did manage to organise a 
conference without sponsorship and the outcome of this  led into a more general discussion 
about this. 
 
Sally (2):  I’ve just done the ***** conference and we did that without sponsorship and 






Betty (2): And that’s the shame of it because they have to promote it. There’s none of 
this, “Here’s a donation, we expect nothing back”  any more. 
General: Yeah. That’s dreadful. 
Sally (2): So, certainly the discussion, you stimulate discussion as to what we take for 
granted or what we’re so used to having around us. I mean, even all our cot cards are 
done by ***** 
 
The sponsored cot card introduced in Chapter 3  is yet another semiotic object that 
demonstrates how industry is able to influence the network of maternity care by adding the 
caveat that their company name is included on the card. In this situation the midwives 
become a conduit for the target market of new parents.  Companies rely on brand loyalty, 
and the ‘free’ gift culture in maternity care has traditionally been used to attract what is 
essentially a captive audience.  In the discussion below the midwives speak at a later focus 
group meeting  about why this project did not come to fruition and again an element of 
nostalgia is tangible.  
 
Lorna:  So I wonder what’s happened that more and more people have been leaving 
them and don’t seem to have that level of interest [in keeping cot cards] anymore? 
Wanda (2): People seem to be in to electronic things now so. 
Sally (2): They do. 
Wanda (2): They like emailing, texting and… 
Sally (2): I just think that it used to be an important thing to people and it  occurs to 
me as something that  they are not interested in anymore. 
Wanda (2): For some reason,  the cot cards just don’t seem all that important. 
 
What was particularly significant  about the recurring theme of nostalgia from an analytical 
perspective, was the underlying presence of neoliberalism.  Each time that nostalgia was 








Generational diversity  and nostalgia 
Another aspect of the  ‘rapidly changing world’ theme, strongly linked with nostalgia,  is that 
of intergenerational differences between the midwives and women. As previously stated the 
midwives in the study are by standard generational definitions, almost exclusively a baby 
boomer cohort, whereas the women that they are providing care for are likely to be part of a 
predominantly Generation Y or Millennial cohort. 120  
 
 Davis (1979) suggests  that nostalgia works toward “engendering collective identities among 
people generally, but most especially among members of ‘the same generation’” (p. 101). 
People have a tendency to gravitate  towards their own generation or cohort in order to 
reinforce their memory store with shared experiences (Milligan, 2003). However, they may 
not perceive themselves as such until after the fact, when nostalgia allows them to realize 
and better define what they have shared.  In this way nostalgia helps to ‘mould’ a generation 
by enabling a group of people to assemble components from the past into a scaffolding that 
provides security and restores a sense of continuity to its members lives through the creation 
of a collective past. The differences in attributes, attitude and behaviour between generations  
                                                     
120 There are several definitions of the age span of  different generational groups within the literature, for the 
purposes of this paper I have used the work of Grasso (2016) who adopted Manheims 1928 classic definition of 
generational span being based on the socio-historic formative years of mid- adolescence which Manheim  
defined as 15-25. This means that a cohort would include a group of people who had spent at least six of their 
formative years in a specific time period which then takes on the mantle of being a generational span.  Thus 
Generation Y or Millennials  would be those born between 1981 to 2000; Generation X: 1965 to 1980; Baby 
Boomers: 1946 to 1964; Traditionalists or Silent Generation: 1945 and before. Mc Queen (2007) stresses that 
although it can be tempting to dismiss what may appear to be simply boxing people into groups, the notion of 
analysing values, beliefs, and behaviours in terms of years of birth does constitute the branch of sociology 







is not a new field of interest but is a developing one, particularly in the field of workforce 
planning (Twenge & Campbell, 2008) .  
  
According to White (1992) the origin of generational difference pivots around a historical 
event and this event impacts on the self-identity of the generation defined by that time. For 
example, the baby boomer generation is synonymous with the post war era where society 
was upbeat and optimistic as the world around them was rebuilt following the Second World 
War,  whereas Generation Y are considered to be  ‘digital natives’ who are very much part of 
the technical revolution of the last few decades (McQueen, 2007). If we applied the principal 
of a historical generational focus  to  the context of the  midwives in the study, that historical 
point for them is likely be  the reforming of maternity services in the 1990s. There were 
several comments from the midwives indicating that  the childbearing women of today do not 
have a full appreciation of the service they receive because they do not understand the hard 
fought battles that were undertaken in order them to be able to access the midwifery led  
maternity service of today.  
 
Sarah (3): Women today forget the process that we and women had to go through to 
get to this point. 
 
The  comment above  alludes to the feminist rhetoric that framed the re-establishment of 
the midwifery profession in the 1980s and 1990s. The   comment below is not  so specific but 
it suggests that the midwives are constructing the identity of a younger age cohort of 
childbearing women based on an inter-generational premise of not appreciating what they 
have within  the maternity system here.  
 
Amber (1): Well because the generation of women having babies now, they haven’t had 
to fight for anything, they haven’t had to struggle, they’ve just been used to having 
everything done and handed quite easily, and so they don’t appreciate what they’ve got. 
Patricia (1): And society’s very much…. the society that they’ve grown up in… 





Amber (1): And you don’t have to work to earn something, you just get it. 
 
Consumerism  is  a defining feature of the Generation Y  era and it has been described as “the 
central feature of this generation’s life” (Benckendorff, Moscardo, & Pendergast, 2010.p.29 ). 
Consumerism has been considered in greater depth in Chapter 8 but as  Orbach (2008) points 
out “they [Gen Y] are subject to extraordinary pressures from the market and consumer society 
that creates and then exploit vulnerabilities in ways that are more intense than we had to 
experience at their age” (p. 126). 
 
The following comment is another where the constructing of a stereotype is used to describe 
women who do not want to travel further than they need to for their chosen birth place.  
 
Helen (2): That is the message that we’re hearing over and over again though that 
people want an option that’s close to town, that’s why ******used to be very popular 
because it was, it was within a short distance.  People have a huge perception that the 
drive to the unit where they’re going to birth is going to be  awful and it needs to be as 
short as possible.  And new is important to a lot of people… 
 
This links back to the earlier discussion around using church halls for conferences which 
suggested that the midwives are sold the idea of what constitutes normalcy in the context of 
a consumerist society, as much as are younger childbearing women. Consumerism is certainly 
not generation specific.  This does create a sense of irony when there are comments about the 
young women of today having unrealistic expectations, where terms  such as ‘demand’ and 
‘expect’ are frequently used.  
 
 Sarah (3): We don’t get paid extra for going to see women antenatally and I think they 
tend to forget, because we’re sort of on to the next generation basically cause it’s been 
over 20 years….They kind of forget why the system has changed to the way it is now 
and you know they just expect and demand and  you know they won’t come in to the 





Patricia (1): And once you start with one, and you do home visits she’ll tell her friend oh 
that midwife does home visits, and then is that what the women will expect like you say, 
expecting more and more. 
 
This discussion raises the question of how much women as ‘consumers’ really understand what 
services have been purchased on their behalf. This may be linked to earlier discussion of co-
dependency, but it may be that women, in spite of information that is expected to be relayed 
during the early stages of the contractual agreement, are not fully cognisant of their consumer 
rights in terms of what it is acceptable to expect.  
 
Characteristics of Generation Y and Reciprocity 
In the Generation Theory literature, the  Generation Y cohort are described as being, flexible, 
adaptable and having a good sense of work life balance (Hendricks & Cope, 2013). They are 
also said to be loyal, able to form strong relationships and have high levels of self-esteem and 
self-belief (McQueen, 2007). Conversely, the term ‘entitlement’ is frequently attributed to the 
Generation Y cohort (Alexander & Sysko, 2012). They are also described as selfish, impatient, 
narcissistic  and hedonistic (Kindrick Patterson, 2007; Twenge & Campbell, 2008). The label of 
selfish may be mistaken for  what has been termed a non-reciprocal tendency on the part of 
this cohort. This is an interesting theory as much of the literature around continuity of care in 
midwifery includes the word reciprocity as a significant value in the relationship between 
mother and midwife ( Stevens & McCourt, 2002;Hunter,2006; Kirkham, 2010; McAra-Couper 
et al., 2014; M. Hunter et al., 2016;). Heath (2013) suggests that  reciprocity is not always the 
virtue that we may accredit it to be and that overreliance on reciprocity can result in co-
dependency. Furthermore, Heath  states that the belief  about this non-reciprocal  tendency 
in  Generation Y has arisen from a narrowly defined assumption of what reciprocity actually 
means. He points out that there are indirect systems of reciprocity that engender cooperation 
where there is no expectation of any mutual benefit. This can be seen, for example, in altruistic 
behaviour. Additionally, reciprocity in inter-generational relationships has some very specific 
features.  
266 
Past, present, and future generations do not seem to cooperate in any significant 
sense of the term. First of all, the benefits seem to flow only one way—following 
time’s arrow, from the present to the future. While we (those alive today) have 
received enormous benefits from our ancestors, we are unable to return the favour, 
since we are (according to the usual understanding) unable to benefit the dead. 
Furthermore, we are generally thought to be under an obligation to pass along some 
of these benefits to future generations, even though it is unclear what we stand to 
gain from doing so. Thus the relationship does not seem to be cooperative in any 
sense of the term (Heath, 2013, p. 39).  
Identity Confusion as a result of intergenerational expectations. 
It may be  that the age differential in terms of average age of a New Zealand registered 
midwife (47) and median age of a birthing woman here (30)121 results in generational 
divergence  that leads to  different  expectations with regard to  the relationship that 
Pairman (1998) refers to as “professional friendship” (p. 163).  Furthermore, the exposure to 
a life time of consumerism by this cohort, may mean that some Generation Y women view 
maternity care more as a commodity than a service and that this may affect the way that 
they view the relationship at times. This potential for different expectations may have an 
effect the self-identity of the older baby boomer midwives, who may expect reciprocity and 
to provide a service rather than a product.   This perspective contrasts with the focus on 
relationships in the previous chapter but may explain some of the paradoxical comments and 
attitudes that the midwives express in the data that bestows an air  of ambiguity at times. 
121 These are the most recent figures from Statistics New Zealand who release their data every five years. 
Although the average age is increasing (although more slowly now than in recent decades) the median age of 30 





Terrie (2):They don’t have time for anything because they’re all working. 
Sally (2): They’re all working, yeah, that’s right. And they swoop into antenatal classes 
and then they’re off home again.  
 
This last comment  is an unusual criticism from a  women from a generation that are equally 
likely to have worked through pregnancy. The one income family is more relevant to the 
‘Builders’ generation of their parents.  However, the comments tend to be more generalized 
about the women rather than targeted at specific women. More  ‘railing against the world’ 
than against  their client base.  
 
Food and nutrition highlight another division  between the midwives and childbearing 
women.  
 
Betty (2): It’s not rocket science but again a disposable convenient generation that will 
slip into McDonalds to get a quick burger on the way home. The number of  women 
who want KFC brought into them… 
 
Sarah (3):  It’s the health ramifications [of poor diet] in the long term that they [current 
generation of birthing women]  don’t care about because all they do is live in the now 
and not in the future. 
 
Daellenbach (2014) states that “Food choices signal identity and belonging to a particular 
peer group within the social milieu” (p. 68) and the two quotes  above are representative of 
this belief. The comments from the midwives reflect the reality that the current childbearing 
generation of women in many cases have ‘learned how to eat’ from a food industry that is 
interested in profit over health and nutrition. Yet nutrition in relation to pregnancy is only 
just beginning to creep into the curricula of midwifery education.  This could therefore lead 
to frustration on the part of the midwives who  feel  ill-equipped  to provide the support that 






By leading me to explore the space between generations in the context of the 
mother/midwife relationship, the midwives have offered me insight into the fluid dynamic 
that exists.  Women accessing the maternity service now are a very different group to those 
who fought alongside the midwives in the 1980s and 1990s for the reinstatement of 
midwifery. Additionally, the formative years of many of the midwives were lived out in a 
world that was essentially situated in an ideological landscape of  social welfare provision. 
The current  landscape has evolved into a paradigm of  free market economics and politics, 
thus forming generationally defined values and beliefs. This is not to say that young women  
are not appreciative of the continuity of care model  and the broader maternity service, but 
they did grow up in a different sociopolitical climate and consequently have different 
expectations and needs. This, as demonstrated, can create barriers which, although not 
insurmountable with good communication and interpersonal skills, need to be understood. 
Although nursing have addressed the intergenerational issues in their profession, this does 
not appear to be the case in midwifery practice (Earle & Letherby, 2008; Lavoie-Tremblay et 
al., 2010; Jamieson et al., 2015). This situation appears to create a degree of  tension in the 
midwife/mother relationship and impacts on the professional identity of the midwives.  
 
 
Nostalgia a Multi-faceted Concept 
First time and Long Standing Nostalgia 
The issues relating to neoliberalism and its pervasive impact on midwifery practice, was not 
the only thought-provoking factor to arise from the concept of nostalgia.  It became apparent 
during the analysis that the majority of the more disconsolate nostalgia related comments 
had surfaced from the discussions between the DHB midwives working in a primary 
maternity unit.  Tsouroufli, Özbilgin, and Smith (2011) speak of nostalgia as being  “a 
resource for reliving a real or imagined past” (p. 499) and the nostalgic domain of the 






However, when the LMC midwives spoke about the past, it had a mediated quality that 
generated a sense of detachment.  Kessous and Roux (2013) identify two distinct forms of 
nostalgia: first-time nostalgia, which is a first-hand experience  and long-standing nostalgia, 
which relates to the recalled memories of childhood and  adolescence.   
 
 When the LMC midwives reminisce, there are typically references to childhood experiences. 
 
 Patricia (1): Growing up…in a village and not having much sort of medical care around 
we knew we could always call on a lady called Sister English, she was a nurse and a 
midwife and if you were sick during the night someone just went a couple of streets 
around and knocked on her door, no telephone, no nothing.  And she’d come out and 
take a look at you and say you’re alright yeah don’t worry or yes need to get an 
ambulance.  And nobody took liberties with her it was the case that you knew she was 
there and it was for the emergency, just the way sort of you lived.   
 
It has been proposed that  childhood memories are in fact memories of memories whereas 
adult memories are  more reliable as  first-time nostalgic experiences (Boren, 2016). There is 
distance that is less apparent when adult memories are evoked.  The reminiscence of one of 
the other  LMC midwives is of a vicarious nature, based on the inherited  memories of a 
family member who had been a midwife.  
 
 Amber (1): My grandmother was one of those women. 
 Alice  (1): Was she? 
 Amber (1): Yeah, she’d lay out the dead and she brought the babies in to the world. 
 Patricia (1): Really? 
 Amber (1): Yeah. 
 Amber (1): She was, she was very revered, they lived in what we would probably call 
poverty now but it was just the way it was in terraced houses and close to the rocks.  
And everybody just looked after them, you know cause my granddad died when my 





up and took over that role and he left school and went to be the breadwinner and stuff 
and then she kept hand delivering babies and going to the church and laying out the 
dead and all that sort of stuff.  But there was always food, like they were never hungry, 
there was always someone to go and sit with the kids while she went off to work and.  
And they lived in a real tight community. 
 Alice  (1): So they’d bring around food and that rather than pay her? 
 Amber (1): Yeah. 
 Lorna: For her services? 
 Amber (1): Yeah. 
 Alice  (1): Okay. 
 
Another of the midwives continues to add to the discussion bringing in a more contemporary 
but still assumed perspective.  
 
 Jane (1): In Holland they sort of have like a village midwife, they have only sort of one 
midwife in an area and that midwife is so overworked that everybody feeds her. 
The Unlived or Imagined Past 
The midwives spoke fondly as they formed a narrative, built around the reminiscence of a 
childhood based memory, a mediated intergenerational memory, and a circuitous shared 
recollection with an element based in reality. All three of these observations are  idealised to 
some extent, using the romantic notion of the ‘village’ midwife who holds a valued and 
respected position within the community. As the history in Chapter 5 would indicate,  this 
idealised figure, in real terms, is unlikely to have existed at any point in history. McDonald, 
Waring, and Harrison (2006) discuss this preference for the unlived or imagined past as a 
broader conceptualization of nostalgia.  To return to a conversation introduced in the last 
chapter, when the midwives discussed the possibility of living in their own communities in 
order to build social capacity, there was a markedly different response.   
 





 Jane (1): I think it doesn’t work, it wouldn’t work for us because of the way we work.  In 
like some areas in the UK they could actually say these three midwives work here 
because they don’t provide an LMC type service generally.  So the expectation is not to 
know the, generally is not to know the midwife who is going to be at your birth and not 
to have the same midwife for every birth.  Now I’m not saying that doesn’t happen or 
that people wouldn’t like that to happen it’s just not the expectation and that’s a 
difference I think yeah. 
 
In terms of sustainability, the midwives can see the benefits of working within their own 
community based geographical area, However, they concur that the fantasy of the ‘village 
midwife’ would not fit into the LMC business model in New Zealand/Aotearoa in the 21st 
century. Yet the desire for stronger community connection was very evident even when 
nostalgia is exemplified on screen in the form of the television series “Call the Midwife”. 
 
 
 Gemma  (3): It’s what happened on ‘Call the Midwife’. 
 Gemma  (3):Yeah. 
 Melanie (3): No one’s going to miss having their blood pressure taken ever again. 
 Lorna: Yeah but we talk about complexity but gosh their job was complex you know. 
 Gemma  (3): Yeah. 
 Lorna: The women were complex. 
 Sarah (3): Yeah. And yet they just seemed to have an acceptance of birth and it brings. 
 Melanie (3): But the episode where the woman lost her baby because she didn’t have 
her blood pressure taken, everyone saw that one. 
 Gemma  (3): Yeah, but they didn’t get wrapped up in the politics like we do did they? 
 Melanie (3): No. 
 Gemma  (3): They, this is how it was and they expected losses and…… 
 Melanie (3): Yeah. 
 Gemma  (3): Yeah. 





 Melanie (3):Yeah. 
 Gemma  (3): Yeah that’s right. No risk management, no litigation. Yeah. 
 Anne (3):  And wonderful, just about everybody had home births, it was like assumed. 
 Gemma  (3): Yes. 
  
This is a significantly  nostalgic discourse  where the midwives  grasp at a fantasy about a world 
of maternity care where risk management and litigation are non-existent  and the politics are  
left to someone else, leaving the practitioners to get on with providing care. Whether this 
world ever existed is debatable but the escape of the midwives into this world is telling about 
the factors that prevents them from doing what they want to do.  
 
Nostalgia is both a public and a private phenomenon and the collective nostalgia generated by 
something like a television programme, a book or a film  can be viewed as a cultural event as 
opposed to a personal subjective experience (Aden, 1995). The collectivization of nostalgic 
experience has increased significantly in recent years largely as a result of the realization that 
nostalgia can be used as a powerful marketing tool (Leone, 2015). The  shared experience of 
watching a television programme about midwifery in the 1950s UK contrasts with the private  
personally experienced nostalgia of the DHB midwives where the symbolic images and frames 
of reference of the past are resources in the unique history of the individual midwife. I was 
perplexed by this marked difference in the identity that nostalgia created between the two 
groups of midwives. The use of the unlived or imagined past was only evident in the LMC  focus 




 I considered whether the difference between the physical space occupied by the  LMC and 
the DHB midwives could  make a difference to how nostalgia is framed within their 
discussions and whether that could impact on their sense of professional identity. The LMC’s 
are community based and, although they may utilise clinic space, they do not have the same 





environment within a primary birthing unit.  Many of  the midwives have worked there or 
have had association with the unit for many years. As humans in the network, we form 
connections with physical landmarks such as buildings just as we do with people. This 
connectivity anchors us to the spaces within the built environment and establishes a sense of 
territorial ownership and  belonging  (Ross, 2015).  “Place attachment is ultimately linked to 
continuity of experience and, consequently, continuity of identity” (Milligan, 2003, p. 398). 
The midwives were very protective of their environment, viewing it as a place to safeguard 
normality in birth, which has already been identified as a key identity in the form of guardian 
of normal birth.  
 
Betty (2): And from a social aspect, the support of physiological birth and not buying 
into the fact that people all have to go to the hospital to have their baby, that  they all 
have to have the modern technology. Just because you’ve got something, doesn’t 
mean you have to use it. And so here, we’re  actually protecting a style of care which 
has never been wrong but still can be seen as not as modern and so as flash and that 
means protecting units like this. 
 
The phrase “not as modern and flash” is  telling in terms of the concerns of the midwives 
about the number of women opting to birth at the primary unit and what it meant to the 
future of the facility.  This reflects on the discussion on risk in Chapter 8.  This fondness that 
the employed DHB midwives expressed for their place of work possible  contribute to the  
stronger presence of nostalgia in the discourse of the DHB midwives than the self-employed 
LMC’s who move between spaces—from women’s  homes, to clinic rooms, to hospital, and 
to other locations. 
 
Autonomy and Nostalgia 
Another possibility is that differences in the self-employed status of LMC’s in contrast with 
the  employed status of  DHB midwives  influences the way in which the two groups of 
midwives ‘use’ nostalgia in terms of their construction of identity. Baldwin (2011) reports 





personal control and autonomy. In his doctoral study Baldwin found that speaking of and 
writing about nostalgia “bolstered perceptions of personal control and decreased concern 
with extrinsically defined standards of value” (p. 20). LMC Midwives in New Zealand/ 
Aotearoa are self-employed continuity midwives and recent research suggests that they do 
have a strong sense of autonomy in practice (McAra-Couper et al., 2014; Dixon et al., 2017) 
Research relating to these schemes has revealed midwives who also speak of high levels of 
satisfaction in their work ( Stevens & McCourt, 2002; Collins et al., 2010; Homer, 2016).  A 
recently published study by Dixon et al. (2017) concludes that, unless they are working alone 
in an unsupported situation,  continuity of care  midwives in New Zealand/Aotearoa have 
better emotional health and less burnout than employed midwives in spite of working longer 
and less predictable hours. “Employed midwives reported lower levels of autonomy, 
empowerment and professional recognition, with less access to resources” (p. 13).  
 
In a discussion around how the DHB midwives could engage effectively  with the local 
community, one of the midwives spoke of her employment  as being a safeguard. She did not 
feel that this was possible in the less predictable practice domain of the LMC midwives. 
 
Helen (2): In  LMC groups how  they build their practice and how  they manage their 
time,  those are their burning focuses.  We don’t have that, we’ve never had that 
because we’ve got the shift work and so on, so the social, our position in the 
community we haven’t even been looking at that much because of being really babied 
by the DHB in that they put the funds in and they keep us going.   
 
The reference to being ‘babied’ by the DHB could suggest a submissive resignation to 
patriarchal control and a relinquishing of autonomy which could suggest a very different 
sense of self-worth and professional self-governance.   
 
Changing Worlds  
I deliberated  on the possibility of a link with the findings in the study by Dixon et al. (2017) 





in the data from my study. I was unable to locate any studies that specifically explore the 
concept of nostalgia in relation to  midwifery so I extended my search to include  the  
broader health care field. In their study on the nostalgic tendencies of surgeons in the UK,   
McDonald, Waring, & Harrison (2006) report  that the doctors “draw on nostalgic memories 
to present an alternative, competing version of the world in order to challenge the discourse 
of modernization which permeates government and hence hospital policy” (p. 1108).  This 
research advocates that extensive changes in health care systems in the neoliberal era have 
challenged not only the ways in which those in the  medical profession work, but has also 
impacted on their professional identity.  
 
The Dixon study had identified that inadequate resourcing and  poor support  from midwifery 
management  led to less than optimal emotional health and burnout for employed midwives. 
Like the doctors in the McDonald et al. study (McDonald, Waring, & Harrison, 2006), might 
the midwives  have attempted to “develop an alternative, competing version” (p.1097 ) of 
their working lives  in order to nullify  the agenda of change  that  modernization and 
neoliberalism (see Chapter 6)  has brought to maternity care. 
 
The midwives did express  concern that changes to maternity care were being considered by 
the DHB. They were anxious that their unit was in danger of being closed once a new city 
based facility was built. 
 Helen (2): I do have some concerns that we will stay open as a maternity unit once the 
new Health hub is built, I really do 
 Anne: That’s a different kettle of fish. 
 Helen (2): I’ve not heard anything but I actually can’t see that it would be a viable 
prospect to keep us going. 
 Claire:  Do  you worry about the numbers of women coming here if they open one in 
town?  






Another  midwife expressed her sense of frustration about a consultation process that she 
viewed as having a degree of bias. There is a sense of loss of faith and trust in an organisation 
that does not seem to have  the best interests of the midwives at heart. 
 
Wanda (2): I don’t know if I told anyone, they’ve surveyed women and they overwhelmingly  
want new units but you know you can word any questionnaire to make it sound attractive but 
if they knew they were going to lose the services they already have would they still have that 
same opinion? 
 
A Kinder, Gentler World 
The discussion below illustrates this well by showing  how one of the  midwives is affected by 
the decision to modernize the layout of the unit and to provide women with single rooms 
during their hospital stay instead of the two bedded wards that have been in place for many 
years.  
 
Betty (2): I came from a rural background and had my kids and we made friendships in 
the hospital, in the kind of rooming we’ve had setup is very good for that, but they 
don’t want it today, shared rooms. We made friends in the hospital and then we set up 
a playgroup or a mother’s group and then we invited other people we knew and these 
people are still in touch with me.  
Helen (2): But 20 years on that’s changed cause it’s how long, how old is…  
Betty (2): 26  
Helen (2): 26, yeah. Look at how the stay in hospital has changed. 
Terrie (2): They are only in for 48 hours 
 
Rather than use her current clinical knowledge of the situation, the midwife who made the 
comment uses her own nostalgic reminiscence  from 26 years ago to legitimize the  
misgivings that she has about the contemporary decisions of  both women and health care 
management.  Nostalgia has been described as a “component of self” by Gabriel (1993) who 





especially in the context of change at an organisational level. Ritivoi (2002) suggests that the 
concept of nostalgia is strongly interlocked  with the concept of  identity and so is capable of 
harm because of the risk of self-estrangement and an  inability to adapt to change under any 
circumstances.    
 
The length of time spent in DHB facilities  for postnatal care has decreased in the last thirty 
years or so from ten days to 48 hours maximum stay, with many women opting to return 
home within hours of their baby being born.  There is an argument in New Zealand maternity 
care,  that women do not need a long period of time postnatally because they have the 
benefit of an LMC midwife who will provide care at home. However, it could be advocated 
that  there is also an economic benefit if women are not ‘in-patients’. Although care at home 
will incur considerably less cost for the DHB, women lose the benefit of support on demand 
for baby care and breastfeeding from facility based core midwives.  The midwives went on to 
joke  that the current generation of  women want  ‘hotel services’ with single rooms with en 
suite facilities and modern facilities.  
 
 Wanda (2 ): It’s still that message out there that first time mothers do have to birth in 
a you know secondary you know tertiary unit yeah, which is a shame 
 Helen (2): And I think that also there is some of that consumer driven wanting all the 
bells and whistles. 
 Wanda (2): Yes, yeah, yeah. 
 Helen (2): Wanting a hotel, hotel experience. 
 Lorna: Do they get a hotel experience?   
  Helen (2): They get the television and the telephone (laughs) but are completely 
isolated  
 
This could be analysed as  midwives demonstrating a lack of empathy.  However, the cynicism 
could reflect frustrations relating to the creation  of an individualistic culture  that leads 





of  the ‘expert’  health personnel rather than mingling with other mothers from whom they 
could learn and share experiences.   
 
Nostalgia as a Weapon 
Nostalgia can be used as a weapon against those who are resistant to change by for example 
accusing them of being entrenched in the past or of being luddites. This impacts on their 
sense of identity by leaving them feeling like laggards or being surplus to requirement .   
 
Jess (3): We are a couple of old birds that have been together for 15 years or 
something so it is hard to  change 
 
 Helen (2): I sometimes think that ***** is a little outpost and we do try and make do 
with what we’ve got. 
 
These type of comments gave the midwives  an air of vulnerability that added to the 
‘profession under siege’ impression identified earlier in the thesis.  The disparaging of a 
group or individuals can be used to drive through a new agenda and this is achieved by 
destabilizing loyalties and destroying existing identities (Baldwin, 2011). Thus nostalgic 
discourse can be used to  enforce change within a network as a mediator. This is in fact the 
ANT concept of translation in action where an actant is displaced from one status to another 
by the shifting of loyalties and the formation of new affiliations.  
The ‘Good Old Days’ 
The work carried out by McDonald, Waring, and Harrison (2006) with UK doctors 
demonstrates  the sense of loss that they have experienced as a result of neoteric health care 
structures that  led them to turn to nostalgia in a similar way to the midwives in my study. 
Most of the surgeons  interviewed in their study had fond memories of how things were in 
times past and they compared both contemporary and  future ways of practising adversely 
with these memories. They painted the old days as a time, “when resources were more 






This is not dissimilar sentiment to that expressed by the DHB midwives in my study and less 
so, but occasionally by the LMC midwives.  The main difference in terms of the participants is 
that doctors as discussed in Chapter 6 have a far longer history in relation to a sense of  
professional identity.  Theorists suggest that the neoliberal infiltration of health systems and 
services had a significant effect on the professional autonomy of the medical profession 
(Light & Levine, 1988; Gauld, 2008; Timmermans & Oh, 2010). Yet midwifery in New 
Zealand/Aotearoa, as discussed in Chapter 6,  was re-invented with the assistance  of the 
proponents of  the ideology. It might therefore be assumed that midwives might have 
received benefits from the market-led model established in healthcare. However, as De 
Souza and Butt (2016) point out “although midwifery has positioned itself outside dominant 
norms as an anti-authoritarian discourse, the choices (in midwifery) are made within a 
neoliberal consumerist context of health care” (para 1. ). 
 
Nostalgia and Displacement 
Nostalgia has a tendency to arise following displacement as those involved try to recoup a 
sense of continuity of identity by identifying a shared past (Davis, 1979). Therefore, the 
theme of nostalgia that emerges in the data could be viewed as a response to a slow erosion 
of the professional identity that was initially designed  around the premise of liberal feminism  
but was ultimately shaped  by neoliberalism. As De Souza and Butt (2016) state “the 
emancipatory promise of liberal feminism has disturbingly converged with the economic 
‘freedoms’ of neoliberalism” (para. 1).  The feminist agenda had served to bring together 
groups of consumers  and  midwives who forged a formidable sorority, but midwives were 
probably in reality invited into the network because it suited the meta-agenda of the time. 
Nostalgia had been ostensibly used to reconfigure the delivery of maternity care by restoring 
the  role of the midwife within a new context with a new professional identity.  The identity 
of  being  ‘with woman’ became a powerful metaphor to re-establish midwifery at the time.  
A powerful group in the network had effectively reconstructed the past in order to quell 




In this chapter I have analysed the concept of nostalgia, which emerged as a strong and 
recurring  theme in the data from the focus groups and as a powerful actant  in the network. 
Nostalgia  served as a vehicle to introduce some of the barriers that may have contributed to 
the ‘profession under siege’ position that the midwives insentiently reveal in the data. These 
barriers were a perceived loss of autonomy on the part of the hospital based midwives, a 
reduced level of DHB support for maternity care, and inter-generational differences between 
midwives and women.  
In using ANT as an analytical tool, understanding has been gained and meaning made about  
what the midwives in the study experience as  a rapidly changing world. Gaining insight into a 
set of relationships at an abstract level within an actor network enables the researcher to 
enter territory that may not have been accessed before (Law, 1992).  In this case using ANT 
has granted a greater understanding of why, in spite of having what they consider to be 
strong and functional relationships with women in their care, the midwives feel a sense of 
disquiet. This disquiet is compounded by a series of multifarious influences in the form of a 
range of actants within the network. In using nostalgia it would seem that  the midwives are 
able to  return to the past that perhaps rescues them from the confusion of the present in 
terms of their true professional identity.  
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Chapter 10. Discussion and Conclusion 
Section 1 – Where are we now? 
By supporting a sustainable approach to practice philosophy, resource management and 
personal and professional sustainability, midwifery could ultimately lead the field in health 
care as a truly ecological and socially responsible profession. 
Davies, Daellenbach and Kensington 2011
Midwifery is inherently sustainable. As arguably the oldest health care profession the 
philosophical  essence  of midwifery aligns  with that of  sustainability.  Midwives are in a 
position to adopt low resource and low impact sustainable health care practices. Midwives 
are  also instrumental in supporting  the development of  the most profound of relationships 
within the eco-niche of the mother/baby dyad. Yet to date there have been negligible 
attempts to nurture this association. 
The original purpose of this PhD study was  to determine how midwives in New 
Zealand/Aotearoa viewed the broad concept of sustainability in relation to midwifery 
practice and to ascertain whether active involvement in a sustainability change agency could  
lead to a change in practical and philosophical aspects of practice.  However, although the 
midwives in the study were interested in the concept both at a personal level and from the 
perspective of their own profession, they were not really able to fully engage with the tenets 
of sustainability.  This impacted on the initial decision to use PAR as a methodology.  The use 
of reflexivity helped to facilitate a change in approach from a position of pragmatism, and the 
ensuing reflection led to the introduction of ANT as a theoretical framework and analytical 
tool. ANT enabled access to the networks via historical sources and from the data generated 
from this  study.  As a result, I was able to examine the networks where midwives have 
dwelled for many centuries as well as within the contemporaneous practice setting, through 
a different lens. ANT allowed a move beyond  feminist and power theories, both of which 
have been used extensively within analysis of historical and contemporary midwifery practice 
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in recent years. The relationships within networks became  the focus of my enquiry and I was 
able to view the actants that were operating,  either to stabilise or destabilise the existing 
status quo, at various times throughout history via their relationships with others. Thematic 
analysis and the use of ANT provided the means to elicit  a range of themes and sub-themes 
from the data and these were: the role of the midwife, consumerism, rapidly changing world, 
and sustainability. 
In the preceding three chapters, ANT was employed as a means of exploring the 
contemporary network of maternity care in New Zealand/Aotearoa  in order to establish why 
the midwives in the study were unwilling or unable to engage fully in ways of becoming more 
sustainable in their practice.  Chapter 7 explored the midwives’ understanding of and 
connection with environmental sustainability within midwifery practice and  led to the 
discovery of number of hurdles  that  deterred them from engaging with the concept at a 
practice level. However, their social bonds with the women with whom they work and their 
families, placed them in the role of social connector. In Chapter 8  the concept of 
consumerism was analysed in relation to the professional lives of the midwives.  The analysis 
identified the effects that consumerism and its subsidiaries of choice and risk had on the 
identities of the midwives. The midwifery  role as carer was  contrasted with that of the role 
of the midwife as business woman. This discussion revealed some conflict within the 
relationships that they valued with women as a result of the consumerist ethic prevalent 
within maternity care, resulting from the hegemonic status of neoliberalism in contemporary 
western style societies. The concept of neoliberalism was given further divulgence in Chapter 
9 when other elements  such as sponsorship and the place of the voluntary sector in 
healthcare were introduced within the data. These issues manifested in the form of nostalgia 
where  the midwives  questioned  both the nature and the worth of  their professional 
persona within a contemporary maternity setting.  
As established at various points throughout the thesis, midwifery practice is continuously 
adapting and transforming  in order to meet the changing needs of the profession and 





contemporary setting again to consider further the findings of the study in relation to a 
political  milieu that has materialized recently  in the field of maternity in New 
Zealand/Aotearoa.  The ramifications of events still unfolding  could mean that the 
recommendations emerging from the thesis might have greater practical application than 
was originally anticipated.  Section Two continues by exploring some of the strategies that 
may help to formalize an alliance between midwifery  and sustainability. 
 
What about the Politics? 
The  completion of the analysis of  the data calls upon  Quinlan’s fourth and final question 
‘what about the politics?’ (Quinlan 2014).  The themes that emerged from the data 
generated from the focus group meetings had felt eclectic.  However, by continuing to trace 
the relational elements it became possible to identify the ideological influence  of 
neoliberalism within the network. The principles of neoliberalism are embedded in so many 
aspects of the working  lives of the midwives, affecting their working conditions, decision 
making, and relationships with the colleagues and clients  that they interface with. These 
hegemonic principles  manifest as, and within,  the actants in the network of maternity care. 
Neoliberalism makes its presence felt in multiple ways within the network, for instance in the 
concept of consumerism, in the materiality status of technology, in the semiotic nature of the 
nostalgia expressed by the midwives, and in the professional issues identified. These 
elements demonstrate that the  barriers that impact  on the professional identity of the 
midwives generate a  ‘siege’ mentality, and it can be concluded that they prevent  the 
midwives from engaging with the concept of sustainability in practice. 
 
Sustainability and Neoliberalism – Opposing Ideologies 
Sustainability and neoliberalism are diametrically opposed ideologies that emerged as 
paradigmatic standpoints in the latter half of the  twentieth century (Cervantes, 2013; Kumi, 
Arhin, & Yeboah, 2013; Monbiot, 2017). As discussed in Chapter 2, sustainability surfaced in 
the 1960s as a concept that reflected growing concerns around the undesirable effects of 





such events could have on human survival. As discussed in Chapter 6, neoliberalism, which  
emerged a decade later, was based on an insistence that human well-being can most 
effectively be achieved  by encouraging  individual entrepreneurialism  within an institutional 
framework characterized by strong private property rights, free markets and free trade 
(Harvey, 2005).  
 
It is argued that these two philosophically opposing world views will never be able to exist 
harmoniously within either an economic or political context (Cervantes, 2013; Klein, 2014). 
The consumption of natural resources is perceived as an unavoidable consequence of 
economic growth and industrial development  which derides the  assurances of sustainable 
development discussed in Chapter 2.  The hegemonic strength of neoliberalism has  
increased in the 21st century to unanticipated levels. Its acceptance as a universal political 
discourse has ensured an accession that has made it “difficult to think about…when it has 
become so commonplace…that conventional wisdom can seem ubiquitous, inevitable natural 
and all encompassing” (Peck, 2010, p. xi). 
 
It has further been proposed that not only has neoliberalism overshadowed  the rhetoric of 
sustainability, it has engulfed it.  Van den Berg (2016) suggests that the practice  of 
‘greenwashing’ discussed in Chapter 2,  presents the unsustainable discourse of consumerism 
as a ‘solution’ to make consumers feel as though they are doing something at an individual 
level to help to ‘save the planet’.  In so doing, argues van den Berg, the root causes of 
environmental degradation, such as profiteering, injustice, inequality, and overconsumption 
are left untouched while people’s gaze is diverted  by the chimera of sustainable 
development and green consumerism.  
 
Maternity Care and the Agenda of Neoliberalism 
This thesis has shown that maternity care, like other areas of health-care has been 
significantly influenced by neoliberalism and the values of the free market. Midwifery 
employed a  corporate mechanism in order to promote the establishment of a quasi-market  





women who utilised their services as consumers.  It is unlikely that the midwifery leaders 
who brokered the deal with the incumbent government for the reinstatement of midwifery 
could have foreseen the future trajectory of the ideology of neoliberalism. As Harvey (2005)  
states even the most uncompromising proponents of neoliberalism could not  have seen that 
neoliberalism  would  “become hegemonic as a mode of discourse …to the point where it has 
become incorporated into the common-sense way we…understand the world”  (p. 23).   The 
midwives  viewed their rationale as being gender related, and  drew arguments to support 
their cause  from feminist theory.  The identity of  being  ‘with woman’ therefore became a 
powerful metaphor  in the  re-establishment of  midwifery.  This thesis argues that 
neoliberalism may have allowed the ‘Trojan Horse’ of midwifery access into the network,  but 
it  also assisted in incarcerating the midwives within the grand narrative of neoliberalism.   
 
A Stronger Profession  
The midwifery profession in New Zealand/Aotearoa has worked assiduously in the last few 
decades to establish itself as  strong and sustainable  in a professional sense. As noted  in 
Chapter 6, frameworks were put in place to ensure the durability of the profession and these 
were galvanised by the instituting of a regulatory body.  Quality assurance mechanisms to 
improve maternity outcomes for women and their families were operationalised. These 
included the  Midwifery Standards Review process and a Midwifery First Year in Practice 
Programme which increased levels of support in transitioning graduate midwives from 
undergraduate  to registered midwife status (Pairman et al., 2016).  New Zealand midwifery 
has an influential voice on the international midwifery stage with representation on the 
Board of  the International Confederation of Midwives (ICM), both at a regional and an 
international level. Additionally there is now a New Zealand midwife at the helm of the 
International Confederation of Midwives (ICM) in her role as CEO. Midwifery education in 
New Zealand/Aotearoa is viewed as a strong model (Rowland, McLeod, & Froese-Burns, 
2012) and  increasing numbers of midwives  are  graduating  at masters and doctorate level 
(NZCOM, 2014).  This has assisted the  profession in  working  towards becoming  more 
research active and evidence informed, and NZCOM has facilitated the development of a 





committees and boards relating to maternity services and collegial relationships with the 
medical and other health related organisations that interface with the profession have 
improved over the years.  Midwifery leaders provide expert advice to government and other 
relevant agencies such as the coroners court and ACC, which serves to strengthen the 
credibility and kudos of midwifery. There are strategic plans in place to increase the number 
of Māori and Pasifika midwives in order to specifically meet the needs of their own 
communities, and the issues of rural midwifery discussed in Chapter 6 have been at least 
partly addressed122. The findings of a maternity consumer survey conducted in 2014  reported  
that 77%  of women were very satisfied or satisfied with the overall care they received during 
their childbirth experience and  90% of women were satisfied with the services they obtained 
from their LMC (MoH, 2015). 
A Crisis Point 
However, in spite of what could be viewed as considerable gains and strengthening measures, 
the midwifery model and workforce in New Zealand/Aotearoa has been  faced with  counter-
pressure from  a variety of actants within the network. These include the changing 
expectations on the part of women,  a lack of investment in the service,  a poorly informed 
media and  the stance of current maternity activist groups. These challenges faced by the 
profession are generating uncertainty in the minds of the midwives, leading many to adopt  a 
cautious and self-protective stance as documented  in Chapters 8-10. These factors have 
doubtless contributed to the view advanced  by NZCOM that  midwifery is reaching  a  “crisis 
point” (Ryan, 2017a). In an interview on RNZ on March 22, 2017, the Chief Executive (CE) of 
NZCOM, Karen Guilliland, explained that the working conditions of midwives were causing 
sickness and burnout in the workforce and that the “service needs help”.  She continued by 
stating  that she feels that there needs to be an urgent review of funding and allocation of 
funds by the MoH. She expressed concern that funding was being diverted into other areas of 
healthcare and that the MoH were aware of this but unwilling to act upon it.  She finished the 
                                                     
122 A  Rural Midwifery Service is supported with MoH funding that has contributed to improving the rural 





interview by stating that “midwives were being held responsible for a context that they have 
no control over”.  This interview was a marked departure from the previous stance of NZCOM 
that appeared to be to keep any signs of perceived ‘weakness’ as a professionally private 
matter.  Guilliland did go on to comment in the radio interview  that this concealment was 
designed to maintain public trust and faith in the service. However, what equates to 
organisational silence, which is defined as collective behaviour of saying or doing little in 
response to significant problems within an organisation (Morrison & Milliken, 2000), has 
proved to be counter-productive, leading to “diffusion of responsibility, and microclimates of 
distrust” ( Henriksen & Dayton, 2006).  
 
The Contingent Nature of the Network 
 The clarion call of  support for the midwifery workforce, is part of a significant change that is 
currently in progress. In August 2016, the New Zealand College of Midwives filed a Statement 
of Claim against the Ministry of Health on behalf of its members (Jones, 2016), alleging 
discrimination on the basis of gender in breach of the New Zealand Bill of Rights Act 
1990123(New Zealand Government, 2017).  According to  NZCOM the alleged gender 
discrimination was underlined by the fact that remuneration experts have estimated that 
comparable male dominated areas of work can expect to earn 60% more than LMC midwives 
( Small, 2016). 
                                                     
123 The College’s case was that the Ministry of Health (MOH) had breached its obligation to comply with Section 
19 (1) and s5 of the NZ Bill of Rights Act 1990 in deciding to issue the 2007 Primary Maternity services Notice 
and the 2012 and 2016 Amendment Notices under S88 of the NZ Public Health and Disability Act 2000, and in 
omitting or refusing to issue further notice under S88. These actions and/or omissions by the Ministry of Health 
directly and/or indirectly discriminated against midwives providing lead maternity care under the Notices on the 
basis of gender. The College’s legal advice was that the Bill of Rights was the fastest and most feasible option for 
a legal challenge as LMC midwives are ‘self-employed’ and therefore do not fall under the Employment Act or 
the Pay Equity Act. The High Court was asked to undertake a judicial review to decide if the lack of equitable 
funding was the result of discrimination because midwives were women, and that these actions included 







The College of Midwives have argued that there has only been one increase of 2.5%  to the 
fees that can be claimed under Maternity Services Notice (Section 88) (MoH 2007) since 
2007.  DHB employed midwives fall under the Multi-Employer Collective Agreement (MECA) 
which has been negotiated at regular intervals and has received percentage increases as a 
result. However, the self-employed status of LMC midwives has created a somewhat 
anomalous situation.  Unlike other self-employed individuals, LMC midwives cannot charge 
women directly for any of their services and therefore are unable to recover  any increases in 
costs. They rely on  the MoH to set fair fees, and negotiating rights are not agreed within the 
Section 88 Notice (2007). It would seem that no other  primary health care publicly funded 
service  has been subjected to such insufficient adjustment in funding.  Because midwives  in 
New Zealand/Aotearoa are self-employed,  the case cannot be treated as an employment pay 
equity case as there is no mechanism to support this and so a  decision was made  to take the 
case forward as discrimination on the grounds of gender under the Bill of Rights (NZCOM, 
2016).  In the days leading up to the Court Case, the Ministry of Health requested that the 
case be arbitrated and after this was agreed with by NZCOM, the case  went to mediation in 
August 2016. 
 
A risk of losing the system 
The result of one of the actants redefining  or repositioning the interests or identity  of others 
in the network in order to realign them with their own, initiates the process of translation in 
ANT.  In defining their problem as a gender related issue and seeking means of employing the 
‘co-operation’ of the MoH to resolve it, the midwifery profession set the wheels for such a 
translation in motion. The support of other important actants is crucial in such 
reconfiguration and in this case, in addition to the MOH, the other actants that were pulled 
into the frame by the New Zealand College of Midwives were the community of women that 
midwives serve.  
 
Exponents of ANT have been criticised for taking an objective and even constructivist stance 





the thinking and rearranging that takes place within networks is not infrequently governed by 
affect and emotions. Employing feminist theory in conjunction with ANT helps us to make 
meaning from the changes occurring. In a media release in 2015, NZCOM CE,  Karen 
Guilliland, reported  that “ there is a real risk of losing this system that works so well for 
women and their babies, if a financially unsustainable payment system means we can’t 
recruit and retain our LMC workforce” (Guilliland as cited in Keast, 2015). This was a candid 
appeal to women and their families, the actants that midwives consistently identify as 
providing their greatest support and strength, as well as to the Ministry of Health and the 
government. Until this point, the College of Midwives had resolutely  committed to a position 
of unity and strength. Reports constantly referred to the strength and stability of the 
midwifery workforce and the continuity of care model. The presentation of a strong sense of 
group identity through the value of loyalty is a formidable defence, one that the classical 
profession such as medicine and the law have relied on for many centuries (Freidson, 1988) . 
Therefore acknowledging  to a measure of frailty may have been a calculated risk. 
 
Firkin (2004) describes the shared values and resources  of the relationship between women 
and midwives as “cultural capital” and states that “midwifery is a collective comprising both 
practitioners and consumers who shared, and continue to share, a sense of belonging arising 
from their commitments to a specific culture” (p. 7). Thus the declaration of vulnerability by 
NZCOM was equally levelled at midwives themselves. When a profession is under threat, it is 
not uncommon for it to turn on itself (Curtis, Ball, & Kirkham, 2006; Behruzi et al., 2017). By 
acknowledging that problems may exist, anxiety and stress can begin to be addressed and 
defused (Gawande, 2010). The  Deputy CEO of NZCOM recently stated publicly that there are 
some areas of conflict within the profession itself, but that these areas of conflict have 
resulted from  breakdown at a systematic level (Ryan, 2017b). This acknowledgement 
opened the way for the College to advocate measures to unite the factions that had become 








The Outcome of the Mediation Process  
 In April 2017 the Ministry of Health agreed to a pay increase for LMC midwives around the 
principle that equal pay has no element of gender-based differential and the midwifery 
profession was invited to assist in what was referred to as a co-design of the midwifery 
model alongside representatives from  the Ministry of Health. The meditation public 
statement indicated that the co-design process would not “remove or renegotiate the 
Primary Maternity Services Notice 2007, or change the primary midwifery service model of 
lead maternity carers.” (April 5th 2017). The statement also claimed that it would support the 
sustainability of community LMC midwives and include the right to negotiate terms and 
conditions.  The “female professional project” (Witz, 1990, p. 679) had been yet again used 
to effect another  Obligatory Passage Point (OPP) (Callon, 1986a) and in so doing 
strengthened the position of midwifery within the network, for the time being at least. The 
pay increase and the redesigning of the fee payment schedule within Section 88 of the 
Primary Health Maternity Act has the potential to alter the relational space within the 
network and even, in ANT phraseology,  to ‘black box’ the new configuration.  
 
The change in the dynamic of the network that the negotiations between the profession and 
the Ministry has effected, has the potential to trigger a series of further actions. These could 
prove to be as significant as those that established the autonomy of midwifery in the 1980s 
prompting the legislative changes.  Although the proposed changes in the structure of the 
assemblage apply directly only to  the primary care based service that LMC midwives deliver, 
the  corollary effects could exert a powerful influence on the structure and functioning of the 
network that will benefit both community and facility based midwives.  A more confident and 
less fatigued LMC workforce could result in enhanced collegiality at both intra-relational  and 
inter-relational levels.  The move could also serve to improve retention rates within the 
profession,  and to increase the number of  graduates  entering the workforce by improving 
recruitment and retention rates within midwifery undergraduate programmes.  At the very 
least, if the LMC midwives experience  greater job satisfaction by being  able to provide the 
level of care that they feel is commensurate with their role, then further attention could be 





hospitals and other facilities to improve their sense of professional wellbeing 124. The NZCOM 
mediation team is currently (August 2017)  in the process of carrying out  a consultation 
exercise to elicit from  members what shape a new funding model should take.  The midwives 
who have responded to the consultation to date are sending the message that midwifery 
should not be beholden to Public Health Organisation’s or District Health Board’s for any 
administration of funding; that it must remain independent and that any management should 
be undertaken at national level.  
 
Conveying the advantages of a new model to a midwifery workforce at a low ebb is likely to 
create some challenges.  When morale in a profession is low, there is  a tendency for 
resistance to change (Conroy, 2009). The consultation process appears to have established 
that although midwives feel that the current model is not necessarily working particularly  
well for their interests,  they may be struggling to envisage a feasible alternative.  This co-
design and consultation process could be a critical window of opportunity for midwives to 
embrace a model that addresses not only funding but a more sustainable way of being and 
doing within practice. It offers an opportunity  to challenge the hegemonic status quo, albeit 
on a micro-scale, and to make a difference within the framework of healthcare.  
 
Section 2 –  A way forward 
A central role 
A significant outcome of the negotiated process, is an implicit acknowledgement of the worth 
of  the profession and the recognition that midwifery forms the nucleus  of  maternity 
services in New Zealand/Aotearoa. The Minister of Health, Jonathan Coleman made a speech 
at the NZCOM Conference in 2016 where he stated that “the sustainability of Lead Maternity 
Care midwifery is central to the national primary maternity service and requires national 
support” (Coleman 2016). This is a strong statement of commitment to the establishment of  
                                                     





a sustainable professional model. In this context this is related to issues pertaining to 
sustainability of practice focussing on issues such as caseload size, adequate remuneration 
and reduced levels of burnout. 125  
However, as has been shown sustainability involves more than just practice related issues. 
Reflecting on the major determinants  identified in  my data, this section of the thesis will 
present three models  for practice, philosophy and education, that demonstrate how the 
definition of sustainability  in a midwifery context may be broadened  to include  the tenets 
of sociocultural, environmental and economic sustainability.  The models will  demonstrate  
how sustainability could potentially be formally integrated into midwifery practice.  
 
 
A practice model - Social Enterprise  
As discussed in Chapter 6, the LMC model was conceived in a ferment of neoliberal activity 
that reinstated community-based midwives as self-employed business-women who were 
encouraged to adopt commercial practices in a rapidly changing field of health care provision 
and to take advantage of  the ideology of competition and choice (Tully, Daellenbach, and 
Guilliland, 1998.) In the spirit of deregulation, there were no conditions around the way that  
midwives practised in terms of the configuration and location of their practice.  The  only 
caveat was that there had to be a named LMC for every woman, but there were  no 
constraints on either the minimum or maximum  number of women that a midwife could 
take on within a caseload.   The variances  in practice adopted by midwives in New 
Zealand/Aotearoa practice, the shape that they take and the impact on care that they have 
                                                     
125 There is an aim within the group to create a situation where midwives will be remunerated sufficiently by 
taking on a caseload of 50 or more women per year, meaning that midwives will not have to take on the very 






has never been accurately determined or evaluated126. This neoliberal approach to the 
structure of LMC practice may have  contributed to the alleged current crisis by creating a 
market based approach to practice that is more likely to lead to competition than 
collaboration between practitioners. The prospect of a redesign that encourages deliberation 
of  long held assumptions about the way that funding is allocated, has major significance for 
the ways in which midwives practise.  As discussed in Chapter 2, midwifery is well placed to 
assume a broad based sustainable approach to practice. LMC midwifery practice is situated 
within a social model within a primary healthcare capacity providing care that promotes 
physical, emotional, psychological, social, and cultural well-being.  Such care should reduce 
healthcare costs and resource requirements and foster strong social support and networking.  
 
Criticisms of the Social Enterprise model 
A social enterprise  model is just one  example of an alternative approach that  may have the 
capacity to create this  potential.  There are valid criticisms of social enterprise, not least that 
the term is lacking  a clear definition which means that anything from a small organic fruit 
and vegetable delivery service to the housebound to the Bill and Melinda Gates Foundation 
could ostensibly be viewed as social enterprise (Martin & Osberg, 2007). It has  been posited 
                                                     
126 It is commonly observed that LMC’s work in a number of ways from solo practitioner, to pairs, to larger group 
practices of any number of midwives but often between 4-8 in number. Although most midwives appear to 
work within the original framework of one on one, continuity of carer practices have also been established using 
alternative formats where  the partnership model is adapted  to make the system work for the specific  needs of 
the practice members. A number of models have been implemented, such as midwives working in pairs 
covering a caseload on a week on, week off basis. In this format, although one midwife is nominally the LMC, 
the woman will receive care from both midwives throughout pregnancy and may be attended by either during 
labour and birth.   Others have used a team based approach, where three or four midwives share  responsibility 
for the care of a woman within a group case loading system.  Some midwives pool their combined income and 
share the earnings equitably between the practice members and others have a shared resource funding stream 
within their practice. The variants discussed above are based on observation and discussions that I have had 
with midwives around the country and are therefore anecdotal. I have been unable to locate any research or 
even formal recording of the fact that midwives do practice in a variety of ways and would therefore suggest 





that the term social enterprise maintains the status quo by presenting as a radical alternative 
what is essentially still part of a free market economy (Ridley-Duff & Bull, 2015). It has also 
been argued that social enterprises are viewed by market focussed governments as being yet 
another means of achieving the goals of  competition and choice in the provision of public 
services such as health care (Teasdale, Lyon, & Baldock, 2013) 
 
The benefits of social enterprise 
Although they are essentially commercially driven ventures, it can be countered that social 
enterprises at their heart have objectives that are primarily socially validated, with any 
surpluses that they generate reinvested in the business or in the community where the 
organisation is sited, rather than being driven by the need to maximise profit. In so doing 
they can combine a commitment to the public good, such as regeneration, training or 
tackling inequalities, with the drive and discipline traditionally associated with private sector 
organisations. Unlike private businesses however, social enterprises are designed to  
promote an ethos of social responsibility and delivery of service that is seen within the 
movement as being more important than simply being profitable.  Social Enterprises 
therefore have the potential to shift the emphasis of practice  away from  a profit-oriented 
business model towards  an approach that is more philanthropic and focussed on social good 
( Martin & Osberg, 2007; O’ Sullivan, 2008; Defourny, 2014; Sustainable Enterprise, 2014; 
Teasdale, Lyon, & Baldock, 2013; Ridley-Duff & Bull, 2015). As demonstrated below in Figure 
9, this model has more in common with the philosophical  stance of midwifery in New 







Fig 9  Social Enterprise Model 
 
From a sustainability perspective, social enterprise models appear to be  favoured by 
businesses with environmental  concerns because they are considered to  accommodate the 
core principles of sustainability (Defourny. 2014; Brechin et al., 2003).  
 
Figure 10.  
 
A model developed  by an initiative called Sustainable Enterprise (2014) (see Figure 10) 
illustrates the  four quadrants that represent the triple bottom line (3BL) dynamic processes  
of sustainability, namely environmental, social, and economic.  The authors have added 
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ethical to these. The model depicts synthesis between economy and ethics (eco-
effectiveness) and equity with environment. In so doing, eco-effectiveness becomes the 
fusion of environmental and economic dynamics whilst social responsibility is a blend of 
economics and equity. Human rights are achieved through equity and ethics and 
environmental ethics through an understanding of the association between ethics and the 
environment. 
The benefits of Social Enterprise for midwifery in New Zealand 
There have been attempts to introduce social enterprise models in the UK by NHS Trust 
based midwives. These endeavours  have had some small scale degrees of success, but have 
encountered stumbling blocks in the establishment of the schemes. This is largely  because 
the shift from a traditional NHS organisational set-up  to a social enterprise framework is 
fraught with metaphorical administrative and bureaucratic tripwires (O’Sullivan, 2008). 
However, there are a number of  factors present  in New Zealand/Aotearoa that would 
almost certainly pave the way for a smoother transition, not least because  the change would 
be from the existing business model to one of social enterprise.  The concern that midwifery 
values could be compromised by increased attention to efficiency, costs and resources, holds 
little weight when the workforce have self-employed experience with skills in business 
administration and self-governance. They also have all the resources that they would require 
within  the other model, such as practice equipment and administration tools. As far as  
payroll and financial management are concerned, it may be possible for the existing 
organisations who manage this here, such as the practice management system organisation, 
MMPO (see page 162), to continue to provide  this service under the mantle of social 
enterprise.  
 Midwives also generally practice in a group setting as discussed previously and there are few 
solo practitioners, with the exception perhaps of rural practitioners. This means that the 
infrastructure for a move to social enterprise is already largely in place and this might mean 
re-configuration rather than comprehensive groundwork is required. The continuity of carer 





communities.  Social enterprises are said to be particularly well suited to working in 
partnership with those accessing services, which again fits with the partnership model of 
midwifery employed here.   
 
Social enterprise in practice 
In practical terms, if  a group of midwives  established a social enterprise, they would each 
have an equal say in any decision making processes within the practice. There is no reason 
why the named lead maternity carer should not continue, with one midwife taking the lead  
and holding her own caseload but it would be required that there were  good levels of 
support from the practice to allow the midwife to have adequate breaks from being on call 
and to take leave. In terms of funding arrangements, instead of individual midwives being 
paid capitation for each woman, the group might  be funded  for a combined caseload by the 
MoH.  Providing the remuneration was commensurate with the true worth of the work 
involved with each woman, a maximum of 50 women in a full time caseload could be 
considered as a maximum number. From this funding, the  practice members would be paid a 
salary that was commensurate with their caseload to allow for full or part time employment. 
The midwives would be paid annual leave and sick leave and be part of a superannuation 
contribution scheme. Any surplus funding would be reinvested into the practice to fund the 
resources or services  that the group agree to be necessary for either their own practice or 
for the community. This may constitute new equipment, the employment of an 
administrator, the  purchase of a clinic accommodation,  the establishment of parent 
education groups, or any number of other possibilities.  
 
Social enterprise  could work  to ameliorate  some of the issues that emerge from self-
employment.  It could also ostensibly lead to a more sustainable practice model with less 
focus  on individualism, consumerism, and choice and a greater focus on equity and social 
justice.  However, this is primarily a model for a practice framework that would allow a more 
socially responsible approach.  There additionally needs to be  consideration of a more 







A Cultural Ecosystem Model 
Mauri Model 
To return to the models of sustainability introduced in Chapter 2, The Mauri127 model of 
sustainability developed by Morgan (2004) (see Figure 4 p. 22) could legitimately be used to 
connect the two domains of sustainability and midwifery practice. The unique bicultural 
heritage of New Zealand/Aotearoa grounded in the relationship between the indigenous 
Māori people and other New Zealanders is strongly supported within the midwifery 
frameworks such as the partnership model, cultural competence and Tauranga Kaupapa as 
discussed in Chapter 6. The Māori concept of kaitiakitanga embodies a number of beliefs that 
connect the physical, environmental, spiritual, economic, and political aspects of Māori 
society which a midwifery  philosophy aligns with. It defines the relationships that humans 
have with each other, the environment and  the spiritual world. In so doing,  kaitiakitanga 
offers a framework for responsible management of natural resources (Marsden et al., 1992). 
The model provides a set of assessment criteria that correspond  to the three triple bottom 
line facets  of sustainability—environment, society, and economy, plus a cultural perspective. 
These are represented as four levels or spheres: the environment, hapū128, community, and 
whānau. Although the model was designed for the deliberation of sustainability within a 
Māori context, the author of the model suggests that Pākehā communities, groups and 
organisations could adapt the model for use by defining what sustainability means to them 
within their own context, based on their own values and beliefs (Morgan, 2004).   In 
                                                     
127 Mauri is the life force that exists in all living beings. The world is composed of spiritual and physical aspects 
that are intertwined and cannot be separated. Since resources emanate from the atua, they also have spiritual 
and physical aspects. Kaitiakitanga is a reciprocal arrangement that Tangata Whenua have with resources.  
128 Hapū - A named division of Māori iwi (tribes), hapū have membership determined by genealogical descent; a 














of mother and baby
consideration of  the findings of this thesis, the Mauri model has been modified to create a 
















Figure 11: A Cultural Ecosystem Model 
Features of the model 
The figure represents what could essentially be termed as a cultural ecosystem model. A 
cultural ecosystem has been described as the “the non-material benefits people obtain from 
ecosystems through spiritual enrichment, cognitive development, reflection, recreation, and 
aesthetic experiences” (Sarukhán & Whyte, 2005). An analysis utilising a cultural ecosystem 
approach offers an opportunity for exploring the physical, emotional and psychological well-
being of those within a specific cultural setting and the relationship between the 
components. Cultural ecosystem frameworks are said to be under-utilised and under-valued 
in comparison with other ecosystems such as those in the physical environment (Milcu et al., 
2013).  It is suggested that this is possibly because they lack tangibility (Daw, Sergio, & 
Pomeroy, 2011), but it  may also be that  they have little value in areas such as industry and 
service provision because they fall under a non-consumptive category which, within a 





However, from a human capacity perspective they have considerable value (Sarukhan & 
Whyte, 2005), not least because they can “serve as stepping stones in today’s sea of ideas by, 
for example, creating congruencies between social and ecological systems theory” (Milcu et 
al., 2013, p. 44).  Like all ecosystems, cultural ecosystems are also networks in an ANT 
capacity.  Thus, any change in equilibrium caused by an alteration in relationships within the 
system is likely to modify the structure and the relational status within it.  This may be to the 
benefit or to the detriment of those within the system. 
 
The model in action 
Although there appears to be a hierarchical structure which could be envisioned from the 
outermost circle inwards or the inner most circle outwards, the concentricity of the model 
actually creates an integrated structure where the layers are intersecting  and 
interdependent. Thus, the integrity of the ecosystem of midwifery practice will only be 
sustained if the other components are realised, and conversely the mother/baby dyad will 
only flourish if midwives have a strong sense of their own identity and respectful collegial 
relationships within the larger network of maternity care.  
 
Integrity of ecosystem 
The Social Enterprise Model described on page 282 could realistically provide the framework 
for an ecosystem of practice, the outer circle of the model. This is where the key tenets of 
environmental, sociocultural,  and economic would coalesce. A  workforce with a well-
defined sense of identity is said to be more likely to experience job satisfaction (Caza & 
Creary, 2016). The reinforcing of professional identity could also improve the quality of  
midwifery care (Ferlie et al., 2005), lead to a reduction in interventions (Hunter & Segrott, 
2014), and increase the confidence of women using the maternity service (Lothian, 2008;  
Tracy et al,. 2013). These  improvements would recompense by leading to fewer referrals and 
transfers, relieving some of the  pressure on the secondary and tertiary hospital services, and 
creating space and time  for hospital based midwives and other associated  groups such as  
obstetricians and neonatology teams. This should improve both intra-professional and inter-
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professional relationships, helping to build communities of practice. Decreased intervention 
would mean a less resource-intensive environment (Martis, 2011) and this  would confer 
economic benefits (Bartlett et al., 2014; Tracy, 2011). This may feel like an idealistic, 
hypothetical speculation but the evidence suggests that these changes could manifest in a 
more sustainable midwifery ecosystem as well as in the broader maternity services network. 
In summary  the  cultural ecosystem of  midwifery  model works on the premise that the 
underlying, philosophy of the midwifery profession supports a community based primary 
health service  that strengthens family relationships and promotes normal birth (NZCOM, 
2011).   The need for a strong professional identity is key in this endeavour.  Self-
sustainability is another factor in maintaining  the stability of the ecosystem  and the midwife 
needs to be aware of the need for self-care in practice and to develop strategies to 
ameliorate the potential for stress related consequence and burnout (McCourt & Stevens, 
2008; Wakelin & Skinner, 2007; Donald, 2014). Within the culture of the  model, a midwife 
would be expected to protect, preserve and promote the ‘econiche’ created by the mother-
baby dyad at each professional encounter with the women during the childbearing 
continuum, within the boundaries of cultural safety for that particular woman and her 
whānau/family (Davies, Daellenbach, & Kensington, 2011). 
A Model of Sustainability for Education 
Education forms the third cornerstone  in  the  establishment of a midwifery workforce that  
understands  and embraces the significance of a sustainable approach to practice. Apart from 
my own small study detailed below, I have been unable to locate any published research on 
the inclusion of sustainability within midwifery education or relating to any outcome at either 
undergraduate or post graduate level in either New Zealand or overseas. Likewise, there is 
little evidence of  the delivery of education for sustainability that is tailored specifically for 
midwives.  As discussed in Chapter 1, CPIT and Otago Polytechnic did incorporate a 
sustainability thread in the newly developed Bachelor of Midwifery back in 2009 and a post- 
graduate course is currently being offered through Otago Polytechnic as part of the Post-
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Graduate Diploma in Midwifery. Ara Institute of Canterbury (formally CPIT) is currently  
exploring  the possibility of introducing a Masters level trans-disciplinary  Sustainability 
Studies that would enable midwives to enrol for a post-graduate, certificate/diploma or 
Master’s degree in applied sustainability.  
Education for sustainability requires an approach that includes fostering an understanding of 
the precautionary principle with an ability to apply the principles to one’s own  specific  
workplace or sphere of professional practice (Goodman, 2013). This is particularly important 
at undergraduate level in courses with a focus on professional practice, such as midwifery. In 
this instance, an epistemological and ontological approach to sustainability that is focused on 
the needs of a specific profession may help to build a stronger sense of professional identity. 
There is however, an argument for introducing a cross disciplinary approach at post graduate 
level, once professional identity is established,  in order to allow a range of perspectives  to 
consider ways to decipher, resolve and integrate different traditions, discourses  and 
methodologies (Warburton, 2003). Such a multi-disciplinary approach would be an effective 
way of ensuring that different health groups have a similar philosophical and pragmatic 
understanding of the issues and can work towards shared solutions to the problems faced.  
Sustainability literacy 
The term sustainability literacy has been beleaguered by accusations of being  a cosmetic 
exercise that serves little more purpose  than marketing sustainability, but  fails to provide 
any  guidance  for educational practice (Vare & Blewitt, 2009). Vare and Scott (2007) argue 
that  any form of education for sustainability needs to  achieve a balance  between 
information with prescribed positive behaviour change  and  a more emancipatory approach 
that involves building the capacity of students to think critically about and beyond 
sustainability messages.   Vare (Vare & Blewitt 2009) contends that literacy or numeracy and 
even computer literacy all have consistent rules.  Within the context of sustainability 
however, such application is likely to lead to inflexibility and an inability to critique the 
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complexity that sustainability presents. Street (1984) argues that literacy is a contextual  
ideological concept that merely reflects the values associated with that context. This  means 
that any application of sustainability literacy needs to be very carefully considered within a 
specific context.  
Blewitt in Vare and Blewitt (2009) counters the arguments against sustainability literacy by 
stating that the concept has been defined too narrowly,  taught without imagination  and 
applied unconvincingly. He cites the work of  Freire (1972) who claimed that literacy resulted 
in conscientisation, social transformation, empowerment, and liberation, and argues that it  
could therefore be seen as an emancipatory process.  Blewitt continues by suggesting that it 
may not be literacy that is the problem but “sustainability and its correspondent , sustainable 
development” and that both sustainability and sustainable development are “often 
conflated, incessantly debated, sometimes dismissed and frequently misunderstood and 
misused” (p. 4).   
A change in perspective 
In 2013, as part of  my journey of inquiry relating to the thesis,  I carried out a small 
qualitative study that set out to explore the awareness of  sustainability in midwifery practice 
as a result of having been introduced to  the contextualized concept of sustainability within 
the undergraduate midwifery curriculum developed between the two institutions (Davies, 
2016).  The data was  gathered from two focus groups of midwives who had graduated from 
the BM programme at CPIT/Ara, one year previously. There were six students in each group.  
I used a data-driven iterative thematic qualitative analysis of focus group interview 
transcripts, and identified major themes and pertinent concepts.  The findings from this small 
qualitative study were encouraging, indicating  that  the inclusion of a component of  
sustainability literacy within an undergraduate midwifery programme may encourage 
graduate midwives to  give greater consideration to all of the key tenets of  sustainability 
during  their first year as practitioners, at least. This is certainly an area that would benefit 
from further exploration. However, there was a note of caution that emerged from the data. 
This hinged  on the recognition that approaching the subject of sustainability from an 
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‘Apocalyptic’ position with a focus on climate change and global population expansion, was 
likely to alienate rather than encourage constructive engagement. I had  assumed that these 
subjects would be a legitimate point of access to the subject. However for all of the reasons 
outlined in Chapter 2, with regard to creating feelings of futility and helplessness, it proved to 
be less than a useful entry point for the subject (Grothmann & Patt, 2005; Oreske, 2004).  
Alarmism or Core Values? 
In 2014, I altered my approach to  the delivery of sustainability education within the Bachelor 
of Midwifery programme as a result of being introduced to the work of Harre (2011). Harre 
uses evidence from the positive psychology movement in an endeavour to encourage people 
to recognise the importance of  core values in adopting a greater sustainability awareness.  
She  emphasises the value of positivity, which incorporates creative problem solving and self-
affirming rather than negativity which fosters fear and reluctance to change, in order to 
approach the subject of sustainability.  Harre advocates that a values-based approach to 
learning about  sustainability, that begins with an evaluation of our own core values and 
beliefs, is a more useful starting point than a ‘reduce, reuse, and recycle’ approach which she 
claims may seem innocuous and responsible, but can be interpreted as a coveted form of 
alarmism (Harre, 2011). 
In order to convey this message, Harre has designed an activity, “The Infinite Game”, which is 
based on the work of Carse (2011). The game, that Harre describes as offering a metaphor to 
help understand the complexity of the time in which we live, encourages  the players to 
explore what are referred to as finite and infinite values.  Finite values are classified as ego or 
material based, such as wealth, status and physical attraction and tend to be associated with 
individualism (Beck & Beck-Gernsheim, 2002; Bockman, 2013; Eagleton-Pierce, 2016).  
Infinite values are affective or ethical values such as love, respect, and trust that are 
relational and communitarian (Bollier & Helfrich, 2014).  In the  finite game the objective is to 
win at any cost, whereas the infinite game requires that  the game is kept  in play.  Finite 
games have boundaries and invite players by selection and have rules that cannot be altered. 
Infinite games have no selection and everyone is welcome and the  rules must change or the 
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game will cease.  The aim of the ‘game’ is to get students to understand current social 
structures that limit progress towards human and ecological flourishing and the vital role that 
institutions, organisations and professional groups can play (Harre, 2017). This type of 
learning triggers students to reflect on their learning and this is what can lead to changes in 
values, behaviours and attitudes (See Chapter 3 p. 58).  By facilitating learning that enables a 
deep understanding of the underlying concepts, the students are more likely to develop a 
sense of personal responsibility,  seek solutions, and act upon them (Mezirow, 1990: Moon, 
2004).  
A transformative process 
Corcoran and Wals (2007) pose the questions, ‘what we are educating for when it comes to 
sustainability?’ and ‘what is the goal’?  They continue  by surmising that if we ask these 
questions then the pedagogy has the potential to becomes a transformative rather than a 
transmissive process and that a deconstruction of values and beliefs and a challenging of 
assumptions can take place.  This requires the use of critical reflection and an ability to 
synthesize information in order to change perspectives and paradigms. This deep learning  
(Warburton, 2003) is described by  Sterling (2001) as  a “creative shift in consciousness that 
involves a ‘deep awareness of alternative world views’” (p. 15). 
The model below illustrates how the content from a typical midwifery undergraduate 
curriculum can be effectively located within a framework that maps the content with the 
tenets of sustainability. The content is not restricted to any one tenet and most will navigate 
across all three circles. As stated above, what is central to any learning related to 
sustainability is the exploration of attitudes, values, and behaviours, hence the inclusion of 
core values as a central feature. The model is bordered  by the midwifery frameworks for 
practice as described in Chapter 6. This integrated configuration would  mean that 






MIDWIFERY FRAMEWORKS FOR PRACTICE 
 
MIDWIFERY FRAMEWORKS FOR PRACTICE 
Figure 12. A model for sustainable midwifery education 
The ideological standpoint of the tertiary education sector 
There is  one final cautionary principle that needs to be included in this discussion of  
education and sustainability. It has been said  that Universities, Polytechnics and other 
organisations in this public sector have metamorphosed from institutions  of knowledge into 
production line style ‘industry’ in the last few decades (Rolfe, 2013). Educational institutions  
have become corporate style bodies and in so doing have become the purveyors  of 

















































workforce, perpetuating the hegemonic status of neoliberalism.  This is antithetically 
opposed to the sustainability agenda which serves to challenge the existing status quo and 
seek the establishment of an alternative world view. As discussed in Chapter 2, the concept 
of sustainable development can be used to highjack the discourse of sustainability and use it 
to meet the agenda of the dominant discourse  of neoliberalism (Tulloch & Neilson, 2014). 
This  applies to education as much as it does to any other ‘industry’ (Goodman, 2013).  It is 
therefore imperative that sustainability education is not used in a perfunctory manner that 
renders the commitment to sustainability little more than a superficial exercise in greenwash. 
This would suggest that well considered professional development of all staff involved in 
curriculum development and teaching is necessary and important.  
The three cornerstones of  practice, philosophy, and education model discussed in relation to 
social enterprise, cultural ecosystems, and holistic education support the sustainable values 
that are  assembled synergistically in the form of a  ‘Möbius Strip’ framework.  This 
represents the overarching model of sustainability for midwifery practice.   The Möbius Strip, 
which is named after the astronomer and mathematician, August Möbius (1790-1868) is a 
complex and paradoxical object of perception. It is simultaneously, a 2D and 3D 
mathematical object but with mono-dimensional properties. It has properties, but equally 
has abstraction. It has flow, yet is non-orientable and has only one edge, yet still appears 
multi-faceted. Its fluidity encourages evolution and development yet it retains form and 
structure. I find that many of these esoteric features resonate with those within the spheres 
of both sustainability and midwifery. Sustainability is a multifaceted complex concept that  is 
abstract and concrete simultaneously. Midwifery too is multidimensional entity with a fluidity 
that has enabled it to slip from view only to reappear in another form in another temporal 
plane. Both have an existential quality and have evolved, into their current shape in the 21st 






























Figure 13. A Möbius Model for Sustainable Midwifery (Kristensen 2004) 
 
White (2016) describes the Mobius Strip in a way that encompasses the relationship between 
sustainability and midwifery.  It is expressed as being  “a deeply symbolic representation of so 
many recurring ideas that I see in the mind and in nature – representative of constant 
change, both discrete and continuous and how both can reside together in one coherent 





The tenets in the model 
The triple bottom line tenets are represented in the model,  but they sit  alongside a number 
of other tenets including ethical, spiritual and temporal dimensions because these have a 
specific relevance in relation to the spheres of  midwifery and childbirth. The tenet of 
spirituality  evokes a sense of deep understanding that combines, inspiration, purpose and 
meaning. Crowther and Hall (2015) write that the importance of the spiritual dimension of 
childbirth is in danger of becoming lost “in the policy rhetoric” of contemporary midwifery 
practice and “may be at odds in contemporary standardised technocratic approaches to 
childbirth” (p. 176). The inclusion of spirituality therefore is an essential  consideration for 
any model of sustainability and midwifery in order to ensure this important perspective is not 
lost.  
 The consideration of an ethical tenet that affiliates  philosophically with the model,  leads 
once again to indigenous world views such as the fundamental  Māori notions of  whakapapa 
(interconnection) and mauri  (life supporting capacity) (Morgan, 2004).  Or of Ubunto, an 
African philosophical view of  becoming human that incorporates a holistic and inclusive view 
of humanity as sharing spaces and resources (Shumba, 2011).  These alternative world views  
stand in contrast to many of the Western ethical frameworks that  place emphasis on 
individualism, although the work of Bioethicist James Dwyer (Dwyer, 2008) has some useful 
application in a broader social context.  
[We] need to develop norms and institutions that will help us to share fairly the 
biosphere’s capacity to….The virtues that we need are social justice, international 
justice, a concern for the most vulnerable, modesty of demands, and the creativity to 
fashion healthy and good lives with limited natural resources. The vices that we need 
to avoid are ignorance of our situation, the corruption of vested interests, the 
injustice of taking more than our share, and indifference to the plight of others. (p. 
285) 
Finally,  a temporal dimension, which considers  the intergenerational interconnectedness 





life of a woman, her partner and her family. It provides links to both the past and the future 
engendering  “rootedness, connection and remembering” (Murphy-Lawless, 2006, p. 439). 
The model notionally provides a haven in which to safeguard the core philosophical values of 
midwifery. It represents a move away from consumerist values and  individualism  that have  
“created disengagement, disconnection, forgetting & discarding” (p. 439).   
The transcendent form  and fluidity of the Möbius Strip means that the tenets can be 
positioned anywhere on the model. Sometimes they will be clearly visible and at other times 
undetectable. However, the non-orientable quality of the single, yet multiple faceted, shape 
means that the individual tenets are always present and may be brought to greater 
prominence at any time by either midwife or mother.  This is a dynamic model that can 
accommodate any number of tenets and so this is far from being a definitive item. In keeping 
with this, the  supporting midwifery structures are not fixed either and can  be placed 
anywhere around the model to frame it.  The only constant in the model is the mother/baby 




The concept of ‘network’ means ever changing configurations that relocate and reshape 
according to whose connections are significant within it. It is the connection and 
entanglement of elements that create meaning, not the individual elements. This involves an  
awareness of movement and connection within the network, within the phenomenon itself, 
and in the relationship of the researcher to this movement. As a reflexive researcher, my aim 
was to capture  the perception of moving in, with and through the data, rather than taking an 
external perspective. As result of  this ‘embodiment’ I feel that I was able to move through 
more freely through the  network enabling me to analyse elements that generated a greater 
sense of direction, extra layers of meaning, and more data. It also enabled me to witness 






 My analysis using ANT suggests that neoliberalism and its component actants of capitalism, 
consumerism and  individualism have had a significant impact on midwifery practice in the 
context of New Zealand/ Aotearoa.  However, I am aware that ANT is not without its 
limitations. I have already addressed the rejection of the grand narrative on the part of 
Latour (1999), which renders it difficult to address meta-concepts such as governmentality 
without breaking the macro into the micro in order to acknowledge the full extent of the 
actants involved in any given network or series of networks.  
ANT has been described as ‘the narrative of organization’, and it has been stated that the 
story of the ‘actors’ emerging from the narrative is more important than that of the analyst. 
In light of  the reticence of the midwives to  participate in the analysis, it was therefore  
important that I was able to present their stories in a way that honoured their lived 
experience as the theory was  woven into the  practice and the practice was  woven into the 
theory.  
 
The analysis of the data  using ANT  has revealed  that neoliberalism and its component 
actants of capitalism, consumerism and  individualism have had a significant impact on both 
the structuring of maternity services and midwifery practice in the context of New Zealand/ 
Aotearoa in the last few decades. The use of ANT  reveals that  although the starting point of 
the thesis was generated by the macro-social,  it  focussed on the  micro-social interactions of 
the midwives and other actants within the network (Law 2002 p.2) in  the assemblages that 
have shaped maternity care  across spatial and temporal planes.  By using ANT I was able to 
observe how the interactions in the settings had been used to  overcome resistance  and 
generate power or conversely to lead to loss of power and even obliteration at times of 
various actants.  This micro context approach enabled me to draw conclusions about the 










Recommendations for Research 
This study has revealed that there is a dearth of research relating to sustainability within the 
context of midwifery practice.  This is particularly so in relation to the area of education 
where it would be valuable : 
 
 to gain insight into what would be  the most effective way to include sustainability 
within both undergraduate and postgraduate midwifery programmes.  
 to  elicit the views of students and graduate midwives  about the benefits, if any, of 
the inclusion of  sustainability within midwifery  programmes. 
 to explore  what preparation midwifery lecturers feel that they need in order to be 
equipped to teach sustainability. 
 to determine the value in a multi-disciplinary approach to sustainability in healthcare 
at post-graduate level.  
 
Limitations of the Study 
There are some limitations in any form of  research that are inherent to that method. The 
specific issues relating to both PAR and ANT have been addressed at length in the critical 
reflection of the methodologies  throughout the thesis, but specifically in Chapters 4 & 5.  
 
Qualitative studies cannot be judged by quantitative criteria, but by criteria  that is developed 
for the qualitative paradigm, (Northcote, 2012). Although qualitative research is valued for its 
own unique features some researchers continue to raise epistemological issues about the 
validity of qualitative research suggesting that it does meet the required standards for 
validity.  For example, the findings of this study cannot be generalised and are not replicable. 
However the transferability which is used to consider the extent to which the findings could 
be applied to other contexts is valid. 
 
Furthermore, although the findings cannot be generalised, they are able to offer a good 





professions, a platform from which to observe the concept of sustainability and its 
application to those  professions.  
 
The other limitations are related to the scope of the study. The midwives who participated 
were from a geographical area in the South Island of New Zealand/Aotearoa and were 
purposefully selected; this could potentially have created bias.  In  fairness, the original plan 
was to use the database of the local branch of the  New Zealand College of  Midwives to 
recruit practices. However, the February 22nd  2011  earthquake in Christchurch changed the 
landscape both literally and metaphorically.  Many of the Christchurch midwives were 
profoundly affected by the effects of the earthquake, losing homes and clients and it seemed 
inappropriate to recruit in the way that was originally planned.  At that time I made a 
decision to approach midwifery group practices personally and invited them to participate.  
 
With  hindsight I realise  that at least some who were participants in the project were in 
survival mode in the early days of the project. It could therefore be argued that this was not 
the best of times to expose people to what may have been new ideas and concepts. 
However, full ethics approval was granted from two research ethics committees at the time. 
Additionally, a post natural disaster setting may have been an appropriate time because of 
the recognition in our world that nothing stays the same and that many of the things that 




Midwifery in New Zealand/Aotearoa is currently standing on the threshold of change at a 
time when events could precipitate  a paradigm shift  within maternity services.   This is a 
time of opportunity and a time for midwifery to take a radical stance in order to locate the 
profession within a social and ecological context that could provide a strong sense of 
professional identity for midwives and a leadership role in the development of a  sustainable 





 Capra (1986) describes paradigms as  “A constellation of concepts, values, perceptions and 
practices shared by a community, which forms a particular vision of reality and a collective 
mood that is the basis of the way the community organises itself”(p. 14). Dominant social 
paradigms, as reinforced by Actor Network Theory, are only ever contingent. As a result, 
from time to time, because of circumstances within a network, they can give way to new 
paradigms and a paradigm shift is enacted.  
However, for many reasons, pragmatic as well as practical, the emergent design of the new 
funding model is unlikely to make any allusion to sustainability in a broad environmental or 
societal sense.  Although there has been discussion of a sustainable professional model in the 
discussions to date, this focus has been exclusively on how to sustain midwifery practice 
rather than sustainable ways of being and doing in a broader sense within midwifery practice. 
This may mean that an opportunity to create a workforce committed to facing the inevitable 
environmental, economic, social, and political challenges that the future will bring is likely to 
be lost on this occasion.  Additionally, the task of attempting to persuade people to engage 
or identify with alternatives to neoliberalism is a sizeable undertaking.  As Byrne et al. (1998) 
observe: 
To re-read a landscape we have always read as capitalist, to read it as a landscape of 
difference, populated by various capitalist and non-capitalist economic practices and 
institutions—that is a difficult task. It requires us to contend not only with our 
colonized imaginations, but with our beliefs about politics, understandings of power, 
conceptions of economy, and structures of desire. (p. 103) 
 
Notwithstanding, I am optimistic that a new funding model will  generate a level of 
remuneration for the important work that community based midwives do that is fair and just. 
As a result of a successful negotiation process, LMC midwives will hopefully feel that their 
voices have been heard and that they have been listened to.  Such an outcome should 
provide  the profession with time and space to metaphorically look over the parapet and 
observe the factors in the broader landscape that impact on their practice. A rejuvenated 
community midwifery service  with a stronger sense of professional identity, enhanced 





‘window of opportunity’  to advance the agenda of sustainability  by more fully recognizing  
what it can offer midwives.   As Derrick Jensen rightly states:  
We cannot hope to create a sustainable culture with any but sustainable souls. 
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University of Canterbury 
Department of Sociology 
Sustainability and Midwifery Practice 
Information Sheet for Participants 
Introduction 
My name is Lorna Davies, I am a  lecturer in Midwifery from Christchurch, and I am currently 
undertaking a PhD thesis exploring the concept of sustainability in relation to midwifery practice 
Sustainability is a broad based  concept which attracted the attention of many disciplines for 
discussion  including economics, sociology, the natural sciences, ethics, politics and others. It is a 
concept that is defined in many different ways in different contexts.  One commonly used  definition 
of sustainability is that it meets the needs of the present without compromising the ability of future 
generations for meet their own needs. (Brundtland 1988) 
An increasing awareness of the need for greater consideration of sustainability in many areas of our 
lives is leading us to look more closely at the concept.  Many health care professions along with 
other disciplines are currently looking at the impact of their own area of practice and are in many 
cases developing strategies to increase their level of sustainability and to reduce their carbon 
footprint.  However, to date the profession of midwifery  has not received a great deal of focus as a 
sustainable healthcare practice.  
Midwifery provides a service which is sited primarily in a community based, primary care setting.  It 





My study sets out to explore how midwives view the concept of sustainability and whether  they 




You are invited to participate in a research project, which aims to explore  how midwives view the 
concept of sustainability, how they feel that it relates to their sphere of practice and whether  they 
consider that midwifery has the potential to develop as a sustainable healthcare profession. 
 
Who will be invited to take part?  If you are a midwife registered and working in New Zealand you 
will fit the criteria to participate. You will need to sign a consent form before participating.  
 
What I am asking participants to do?  You may be invited to participate in what is known as the PAR 
(participatory action research) project or  alternatively to contribute to the study by agreeing to a 
one-to-one telephone or face-to-face  interview.   
Participatory Action Research 
As a member of the PAR arm of the study, you will be invited to attend an initial focus group 
meeting to discuss issues relating to sustainability and midwifery practice.  We will use a group 
activity to launch this discussion.  You  will  then be asked to consider  an action relating to 
sustainability that you would be able to introduce within your practice.  Over the course of an 
agreed timeframe, you will be requested to monitor the impact of  your  proposed action 
by  recording your  stories identifying observations and outcomes.  You may do this in the form of  a 
handwritten journal, an audio recording,  video-diary or online blog format. This will be done as 
often as you feel it to be necessary.  
These stories will be shared during 2-3 focus group meetings throughout the year which will  be held 
over a mutually agreed time frame and the resulting data will be used to inform the development of 
the study. 
The areas that I am hoping to address within the focus groups are:- 
 





 Do you think that  the issues around sustainability relate to midwifery practice ? 
 What are the characteristics of midwifery practice that you feel may contribute to the 
concept of sustainability? 
 
 
How much time will it take? The focus group meetings will take place in a comfortable local meeting 
space and will take no more than two and a half hours of your time. This will include time for snacks, 
answering your questions and signing the consent forms. An activity may be initially used to 
introduce the concept of sustainability. Then, an interactive discussion will gently draw out your 
ideas about this concept.  The meetings will be audio recorded. The number of focus groups will be 
agreed with the group members. It is anticipated that no more than 4-5 sessions will be held over an 




If you agree to be interviewed  as part of the study data collection process, then this will take the 
form of a telephone or face to face individual interview, whichever is more convenient in terms of 
time and travel.  This  will be carried out by myself as the co-ordinator for the project.  
 
The areas that I am hoping to address during the interviews are similar to those listed above in the 
PAR section of the information sheet.  
 
It is anticipated that the interviews will take no more that 45 minutes. 
 
What will I do with my results?  The results will serve to inform the development of my PhD thesis.  
As part of the PAR team, you will be encouraged to review the data analysis throughout the data 
collection period during the focus group meetings.  I will be presenting the findings on an ongoing 
basis at conferences and hui. I will also be publishing  articles which emerge from the research in both 
national and international journals.  
 
 
Confidentiality:Because of the participative nature of PAR, the midwives forming the research teams 
will be asked to negotiate the level of confidentiality that they feel to be appropriate. This may mean 
377 
total anonymity, open acknowledgement of individuals, or partial disclosure on the part of the 
participants.   
In relation to the individual interviews, identifying personal information, names or identifying features 
of any workplaces will not be used in the transcripts or in the thesis or subsequent publications 
resulting from the study. A research assistant may be employed to transcribe the tapes, and they will 
be asked to sign a confidentiality agreement.  Only pseudonyms will be used in the transcripts. The 
tapes consent forms and transcripts of the interviews will be kept securely for five years after 
publication of the completion of the thesis and then destroyed. 
Right to withdraw:  If you wish to withdraw from the project at any time, you are welcome to do so 
and should just inform me of your decision. If you do choose to withdraw then you may also 
consider whether you want to retract any information that you have already provided.  If you decide 
to withdraw, you will not be disadvantaged in any way.  
As previously stated I am carrying out the project as part of PhD research, under the supervision of  
Dr Anne Scott from the Dept. of Sociology at the University of Canterbury and Dr Lee Thompson, 
Dept of Public Health, University of Otago Medical School. If there are any questions or concerns 
that you may have about your rights as a participant in this study, please do not hesitate to contact 
me or one of my supervisors (please see contact details below)  
Contact details:  Phone  home (03) 384 4390 
Lorna Davies (researcher) Phone work (03) 940 8713 
57a Major Hornbrook Road Cell phone 027 600 7778 





University of Canterbury 
Department of Sociology 
Consent Form
Lorna Davies (researcher) Phone  home (03) 384 4390 
57a Major Hornbrook Road Phone work (03) 940 8713 
Mt Pleasant  Cell phone 027 600 7778 
Christchurch 8081 lornamidwife@hotmail.com 
Research Project: Midwifery: A model of sustainable healthcare practice? 
I agree to provide information to the researcher on the understanding that my name will 
not be used without my permission. 
This information will be used only for the research and publications arising from the 
research project. 
I agree to the focus group interview being audiotaped. I also undersnd that I have the right 
to withdraw from the project at any time and to ask for the withdrawal of any information 
that I have provided. I understand that I have the right to ask further questions at any time. 








Application for expedited review by Upper South A Regional Ethic Committee 
27 September 2011 
Ms Lorna Davies 
57a Major Hornbrook Road 
Mt Pleasant, 
Christchurch 
Dear Lorna Davies 
Ethics ref: URA/11/EXP/053  (please quote in all correspondence) 
Study title: Midwifery: A model of sustainable healthcare practice? A 
participatory action research study exploring midwives 
perceptions of sustainability and midwifery practice 
Investigators: L Davies, Dr A Scott, Dr L Thompson 
Thank you for the above application for expedited review which has been considered by one 
member and the Chairperson of the Upper South A Regional Ethics Committee. 
According to the Ethical Guidelines for Observational Studies:  Observational Research, Audits 
and Related Activities, NEAC, December 2006, ethics committee review is not required for this 
study.  
Please note, however, that the organisation in which you wish to carry out the study may specify 
their own processes regarding notification or approval. 




Upper South A Regional Ethics Committee 
Uppersoutha_ethicscommittee@moh.govt.nz 
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